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The Care of Souls in the Hospital as a 
National Service 


AT EVERY moment of the day, every day of the 
year, throughout the nation, there lie, prostrated by 
disease or maimed by injury, thousands of pitiful 
people — men, women, and children, the rich and the 
poor, the learned and the unlettered, the pleasant and 
the unpleasant. For each of them this is a time of 
more or less serious crisis. Some of them get well in a 
brief time; others go through a long, painful, tedious 
period of recovery; still others are doomed never to 
leave their beds again. 

Ministering unto these thousands of the sick, dis- 
eased, and maimed is a vast army of physicians and 
nurses. In this company are to be numbered the 22,- 
000 nursing Sisters in the United States and Canada 
who have dedicated and consecrated their lives to God 
and who daily strive to promote God’s greater honor 
and glory on earth by serving their fellow man — 
often under difficult, sometimes even nauseating 
conditions. 

The Church is proud indeed of her nursing sister- 
hoods and of the hospitals that they maintain and ad- 
minister. Proud, too, is the Church, in a special man- 
ner, of the prestige that our nursing sisterhoods are 
giving to God’s Church —a fact that is particularly 
observable in those sections of the country where 
Catholics are few in number. One can hardly think of 
a better form of practical apologetics, in non-Catholic 
communities particularly, than the Catholic hospital. 
It is a potent means of allaying bigotry and prejudice 
and of winning friends for the Church and not only 
friends, but often adherents also, through conversion. 
We in the South have seen it happen time and time 
again that patients entering a Catholic hospital reluc- 
tantly, often with a spirit of unfeigned and open hos- 
tility (in cases where patients were sent to a Catholic 
hospital by their doctors), within a brief time com- 
pletely capitulate in the presence of the unselfish de- 
votion and kindness of the hospital Sisters — leaving 
the hospital to become lifelong admirers of the Church 
and often ultimately becoming members of the 
Church. 

Our Catholic hospital sisterhoods, therefore, are 
performing a magnificent service for the Church and 
for stricken humanity. 
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“But they are also serving the Nation. A nation 
that is without idealism — and has no examples of an 
idealism that is actually lived up to, is poor indeed. 
Our country is rich because of the high moral tone 
that is given to it by those who are striving to live a 
religiously ideal life— and by no means the least in 
this glorious company are our hospital Sisters. By the 
exalted purity of their lives, by their intense life of 
prayer, by their consecrated devotion to their difficult 
work, they are keeping high the moral tone of the 
Nation. They are ‘the good odor of Christ,’ diffusing 
about them the sweet perfume of Christian virtue and 
demonstrating what a noble and beautiful and 
heavenly thing a truly Christian life can be. Truly can 
it be said that Christ our Blessed Lord walks in the 
Catholic hospital corridors in the person of our de- 
voted nursing Sisters.” 

In another way our nursing sisterhoods are perform- 
ing a splendid service for our country and profoundly 
influencing its life. They are courageously upholding 
in the fields of medicine, surgery, and hospital work 
generally, the very highest standards. Our Catholic 
hospitals enjoy great popularity precisely because 
every effort is made to keep them perfect and up to 
date in the matter of equipment and treatment. Sisters 
are proverbially neat, and their hospitals are kept im- 
maculately clean and spotless. In this respect alone, 
not to speak of others, many a hospital suffers in com- 
parison with those administered by Sisters. 

From another and exceedingly important stand- 
point, our Catholic hospitals, in their care of the sick, 
are performing an incalculable service to the country. 
I speak of morality and Christian ethics. Here again, 
bravely, unflinchingly, uncompromisingly, our hos- 
pital Sisters stand as a bulwark, a solid phalanx, 
against the incursions of immorality in medical and 
surgical hospital practice. They uphold the principle 
that it is the task of physician and surgeon to heal and 
not to injure; to preserve and save life and not to 
destroy it. 
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We know all too well that there are physicians and 
surgeons and hospitals too (the “accommodating” 
kind, willing cooperators in practices that Christian 
morality must forever condemn) — who have debased 
medicine and surgery, and who are utterly unworthy 
of their noble profession. You will find none of this 
kind in the Catholic hospital, where vigilant Sisters 
stand guard lest in any way the principles of Chris- 
tian morality be violated. It is true that they lose 
certain types of patients through this uncompromising 
attitude, but such a loss in reality is a great gain. It 
is true also that they have earned for themselves the 
violent criticism and condemnation of certain types 
of physicians and surgeons, but such criticism and 
condemnation are rather to the credit of our hospital 
Sisters and form not the least of the jewels in their 
crown. 

This brave stand of our hospital Sisters is all the 
more striking because we are living in an age in which 
paganism has invaded the medical profession — wit- 
ness such disgraceful things as “mercy killings” and 
“therapeutic abortions.” 

Through their nurses’ schools, our hospital Sisters 
are giving to the nation every year an army of trained 
nurses, who are not only skilled in their profession, 
but also trained to uphold the Catholic code of hos- 
pital ethics and morality. Closely associated as they 
are during their years of education with the Sisters 
and being the constant witnesses of the prayerfulness 
of their contemplative life on the one hand and of the 
skill, patience, and unfailing charity with which they 
live their “active” life on the other, they cannot help 
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but absorb, so to speak, something of the spirit of 
religious devotion of the Sisters. Nurses graduating 
from a Catholic school must be “different,” for, among 
other advantages, they have had the benefit of real 
discipline. They found the Sisters kind and sympa- 
thetic, but they learned also that no frivolity or light- 
headedness can be tolerated in a nurse, upon whose 
care may often depend a human life. 

In the present national emergency, thousands of 
skilled and disciplined nurses, who owe their training 
to Catholic hospitals, stand ready to serve their coun- 
try. Indeed many of them are already at their posts of 
duty in government hospitals. We have every confi- 
dence that they will be a credit to their noble profes- 
sion and to the nursing schools that trained them. 

When the Catholic Church began its heavenly work 
of bringing happiness to human hearts, it found a 
pagan world peopled with those who were tired, dis- 
couraged, and fearful. Men and women were cynical 
about life and the purpose of human living. They had 
abandoned ideals and, consequently, their lives were 
robbed of the richness of joy which should have been 
theirs. Above all else, they were tired — tired of fight- 
ing against hopeless odds, tired of trying to be good 
with little success — tired even of being bad with even 
greater disgust. 

The work of the early Church was not to try to 
push the teachings of Christ down the throats of these 
people nor to club their minds into submission, but 
rather to show them that there were things in life 
worth living for, things so much better than them- 
selves as to demand their love and devotion. The work 
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of the Church succeeded because it brought joy to 
hearts filled with defeat. 

Today, here in America, our people are tired, soul 
weary, and fearful of the future. Such a condition is 
bad for the country, for when people lose heart and 
become indifferent, they are open targets for the shat- 
tering gunfire of false isms. When spiritual truths do 
not motivate the lives of individuals, their human 
hearts become empty. When whole groups become in- 
fected with the poison of defeatism, then the moral 
tone of the entire nation declines. 

The distinctive note of Catholic hospital work is 
the fact that while ministering to the ills of the body 
in a Catholic way, there is no neglect of the ills of the 
soul. This does not mean that the conversion of souls 
is the primary work of Catholic hospitals (though 
that is often one of the sweetest fruits of Catholic 
hospital work) but it does mean that no opportunity 
should be lost in our hospitals of showing forth the 
Truth and the only Truth that brings with it genuine 
happiness. 

The hospital has a wonderful opportunity because 
those who are ill are faced with serious problems in- 
volving life’s most vital issues, and have the time to 
do serious thinking. The hospital patient is most ob- 
servant. Not a sight or a sound escapes him. He is 
observing the Sisters as they go quietly about their 
work. The patient zeal and sacrifice of the Sisters have 
moved many a heart and led many minds to ponder 
over the reason for such sacrifice and to try to fathom 
the source of genuine spiritual joy that the Sister’s 
face reflects. “You are a chosen generation, a kingly 
priesthood, a holy nation, a purchased people that you 
may declare His virtues who hath called you out of 
darkness into his marvelous light” (Pet. 2:9). 
You hospital Sisters are often called to bring truth 
and light to those in darkness. In exercising this 
priesthood of Christ you are doing the greatest service 
to your Nation — greater than all the works of na- 
tional defense, for you are giving people a grasp on 
truths that are worth defending. 

Our republic was founded on moral and theological 
principles — the dignity of man with his inalienable 
rights and the rights of God as the Supreme 
Legislator. 

Unfortunately, our vaunted material progress has 
not always been linked with a corresponding spiritual 
progress. Man through modern education has been 
reduced to a soulless animal. He has not been taught 
that he is the child of God, made to His image and 
likeness. God as the source of all law, order, and gov- 
ernment has not been given His rightful place in our 
domestic, political, economic, and social life. 

To show men and women their dignity and to give 
God His place as King over minds and hearts is a 
service for which America must always owe you a 
debt of gratitude. We face destruction unless these 
truths are given a consciousness in our national life. 

Wherever you find a human heart, you will find a 
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yearning for happiness. The heart may be caked with 
hardness. Misery and sin may have done their work 
but proper religious and psychological handling will 
bring out this desire. Not the least of your tasks is to 
show that happiness without God is impossible and 
that with God there is no joy to which the human 
heart cannot attain. 

You must show the people who come to you, broken 
in spirit as well as diseased and broken in body, that 
their hearts can be filled with purest joy only when 
they give to God first place in their lives. This means 
first and foremost the practice of religion. Your own 
lives emphasize the fact that religion is not gloomy or 
pessimistic but a cheerful thing—that one is not 
really human unless he is religious — that morality is 
a demand of our nature and that our dignity as men 
and women rests on the yearning and craving of our 
spiritual souls for perfection. 

It goes without saying that in the Catholic hospital 
every opportunity must be given to patients for their 
spiritual consolation and development. The zealous 
chaplain has priceless opportunities in a hospital, in 
dealing with the sick, that he never has when people 
are well. He comes to the patient at a time of tre- 
mendous crisis in his life and the salvation of a soul 
will often depend upon the attention that the patient 
receives. The prudent hospital Sister also can exercise 
a profound influence for good upon the patients with 
whom she comes into contact. A wise and kind re- 
mark, a prudent hint, as we all know from experience, 
might well be the turning point in the life of a soul 
that was almost lost. 

These trying and difficult times must challenge you 
to work for Christ and souls with all your energy. 
You must challenge soul-sick patients with the truth 
that the goal of life is not what we can get out of it, 
but what we can do to perfect ourselves by love and 
charity. You must point out the way, the road men 
sometimes lose, the road to God. Point it out not by 
mere words but also, and especially, by example. You 
must challenge the world which thinks that life can be 
found only in pleasure, amusement, and sin. That life 
is found in God and in Him only. 

Saint James tells us of a man who looked at himself 
in a mirror and then went out and forgot what manner 
of man he was. You must hold the mirror of life 
before your patients’ eyes and ask God to grant they 
will not forget who or what they are. What a service 
to the nation! Patiently and quietly, without ostenta- 
tion, humbly and unheralded yet effectively, strongly, 
you are not only mending broken bodies but healing 
scarred and wounded souls. The world is sweeter be- 
cause of your example and your sanctity. The world is 
rich because you have given so much away and you 
are rich because of the sacrifice and because of the 
prodigality with which you spend yourselves for 
Christ. If our country would have the blessings of God 
upon it, it must learn to appreciate the things for 
which you stand — unselfishness, nobility of soul, and 
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above all, a profound love of God, the well-spring of 
those motives that prompt you to labor and sacrifice 
for others. 

The Catholic nursing Sister sees in the sick person 
who enters her hospital not just one more patient in 
Room 106 or Ward B— but one of the bruised and 
broken members of the mystical Body of Christ. 
About the head of her patient she sees the halo of 
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immortality. Her patient is a Child of God, made to 
His image and likeness. This gives an incomparable 
dignity to her work and gives her not natural, but 
supernatural motives to continue her apostolate of 
healing — for she hears ringing in her ears the words 
of our Lord: “Whatsoever you do to these the least of 
my brethren, you do unto me.” 


The Medical Technologist in Relation to 
the Serology of Syphilis" 


OWING to the widespread incidence of syphilis 
which varies according to localities and the social 
status of investigated groups and the fact that it is a 
disease of great importance from the standpoint of 
public health and economics, serological tests for its 
diagnosis and the guiding of treatment have become 
among the most important and most widely employed 
of laboratory procedures. This is true because it is 
generally admitted that serum and spinal fluid exam- 
inations continue to be the chief means of diagnosis 
at the command of a large majority of physicians. For 
the relatively few expert syphilologists, clinical train- 
ing and experience in diagnosis and treatment reduce 
the demand and necessity for laboratory aids, but 
even under these circumstances every one skilled in 
syphilology must admit that in the diagnosis of con- 
cealed or so-called latent syphilis and as a guide in 
treatment, the serological tests are indispensable. Cer- 
tainly the history alone of not a few victims of the 
disease may be notoriously misleading and in the 
latent or concealed stages coincident with good gen- 
eral health its detection by clinical methods alone 
may readily escape the most expert. No one can even 
calculate with reasonable accuracy the incidence of 
unsuspected syphilis, and for the detection of these 
the various serological tests have played and must 
continue to play a very important role. 

It is sometimes stated that the diagnosis of syph- 
ilis should never be made in the laboratory; on the 
contrary it is easily proved that in not a few instances 
the diagnosis of primary or acute and chronic syph- 
ilis can be made only in the laboratory. I may state, 
therefore, on the basis of both clinical and serological 
experience, that the laboratory tests for syphilis must 
continue to play a very important part in both diag- 
nosis and treatment with the great majority of both 
general practitioners and specialists in medicine and 
surgery which places a heavy responsibility upon 
medical technologists. 

Furthermore, relatively few laboratories enjoy the 
privilege of close contact with experts or clinics de- 
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voted to syphilology for checking the results of their 
serological work. This places upon them an added 
responsibility and necessity for the most accurate 
work with special reference to a choice of method or 
methods to be employed. A mistake in serology in 
either a positive or negative way may be of no great 
consequence to the expert syphilologist but to the 
less experienced physician it may be and usually is a 
serious matter sometimes associated with tragic con- 
sequences. I repeat, therefore, that all technologists 
engaged in the serum diagnosis of syphilis assume a 
great responsibility and especially as it represents the 
hope and only means at the command of a large num- 
ber of physicians for the aid so urgently required in 
the diagnosis of syphilis among indigent individuals 
and those who cannot afford the services of the 
specialist. 

Of importance to all laboratories, but more espe- 
cially in the case of those without any detailed in- 
formation concerning the clinical status of patients, 
is the question of the specificity of the serum reactions 
for syphilis with particular reference to weakly posi- 
tive and unexpectedly positive reactions. During the 
active stages of syphilis with large amounts of anti- 
body in the blood, almost any of the numerous sero- 
logical tests are apt to yield positive reactions and 
present no difficulties in diagnosis; but in concealed 
and unsuspected or doubtful cases the serum tests 
should possess above everything else a reliable prac- 
tical specificity for syphilis so that proper reliance 
may be placed upon all positive reactions including 
those that are but weakly and unexpectedly positive. 
Under these circumstances it is proper to place the 
burden or proof on the clinician rather than on the 
technologist when the question of diagnosis is raised 
or disputed, and require the former to prove that 
syphilis is absent rather than to require the latter to 
prove that it is present or to seek various technical 
reasons and excuses for the positive reports. 
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Every experienced technologist knows that both 
complement-fixation and flocculation procedures may 
be made too sensitive with the risk of securing non- 
specific or falsely positive reactions with the sera of 
nonsyphilitic individuals. Personally, I would much 
rather run the risk of securing an occasional falsely 
negative reaction than a single falsely positive one, 
and I think this attitude and practice is especially 
befitting those laboratories without the benefit of 
close contact with expert syphilologists for the final 
evaluation of disputed results. What is particularly 
needed by all laboratories is a test or tests possessing 
the maximum of specificity consistent with sensitivity 
in order to earn the confidence of the medical profes- 
sion in the significance of positive reactions and the 
great risk of error and responsibility involved in ig- 
noring weakly positive reactions if they happen to be 
unexpected or out of harmony with preconceived 
clinical diagnosis. In other words the test or tests em- 
ployed for the serum diagnosis of syphilis should 
possess the maximum. of sensitiveness consistent with 
specificity because in the majority of instances it is in 
the concealed or doubtful case or treated case of syph- 
ilis with but small amounts of antibody in the blood 
that the aid of serum diagnosis is most urgently 
required. 

Furthermore, the maximum of sensitivity consistent 
with specificity is required when serum tests are em- 
ployed as guides in the amount and kind of treatment 
to employ. To the best of my knowledge syphilitic in- 
fection is to be regarded as present as long as reliable 
tests yield truly positive reactions. In some cases it 
may not be possible or even desirable to administer 
sufficient treatment to secure permanent negativity on 
the part of serum reactions, but yet it is to be realized 
under these conditions that infection persists and to 
take the necessary therapeutic measures and precau- 
tions which are beyond the scope of the present dis- 
cussion. Indeed, it would appear that syphilis is not 
being over-treated; rather it is to be feared that in 
many cases it is being under-treated and the labora- 
tory can do a great deal in the prevention of this very 
regrettable error by employing a test or tests possess- 
ing the maximum of sensitivity consistent with spec- 
ificity and encouraging their use as serological guides 
in treatment. 

In view of the various complement-fixation and 
flocculation tests now being employed, I can well 
understand the perplexity of technologists in the 
choice of method or methods to be employed. In some 
instances and especially because of financial condi- 
tions, a decision may be based more upon the ne- 
cessity of exercising the strictest economy than upon 
rendering the best service. This is right and proper 
if not pushed to the extent of seriously involving the 
questions of specificity and sensitivity. Without doubt, 
the flocculation tests are more economical in materials 
since a hemolytic system is not required, but they are 
hardly more economical in time as compared with 
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complement-fixation tests and certainly require an 
equal degree of skill and experience for their conduct. 
Indeed, my experience as a teacher of serology has 
indicated that technologists can be more readily 
trained to do a thoroughly reliable complement-fixa- 
tion test than any of the flocculation tests with which 
I am familiar, and especially when it involves the 
matter of reading doubtful or weakly positive reac- 
tions. There can be no doubt about the importance of 
the latter; that is to say, a serum containing large 
amounts of antibody and yielding strongly positive 
reactions and one containing no antibody at all and 
yielding completely negative reactions offer no diffi- 
culties in reading and interpretation, but those con- 
taining small amounts of antibody and yielding 
weakly positive or doubtful reactions are the ones pre- 
senting most difficulty and are most subject to error 
and at the same time likely to be of most clinical im- 
portance and most urgently requiring the diagnostic 
aid of serum tests. 

It may be that circumstances compel the adoption 
of a flocculation test alone for the serum diagnosis of 
syphilis, but I believe that a careful and impartial 
review of the situation amply confirms the results of 
the five United States evaluation studies that the 
serum diagnosis of syphilis is best served by employ- 
ing both a complement-fixation and a flocculation test 
possessing the maximum of sensitivity consistent with 
specificity. And while it is not within the province of 
this address to discuss the mechanism of complement- 
fixation and flocculation reactions in syphilis with 
special reference to whether or not one or two kinds of 
antibody are involved, yet experience has shown that 
neither alone will detect as many cases of syphilis as 
the two together applied to each serum and that 
neither alone will exclude syphilis with as much ac- 
curacy as when both yield negative reactions. Indeed, 
during the past twenty years, efforts have been made 
to displace the Wassermann test altogether in the 
serum diagnosis of syphilis by showing that this or 
that flocculation test is equal or superior in sensitivity 
and specificity. But a great deal of this work has been 
done with little regard for the kind of complement- 
fixation technique employed and the whole dismissed 
by employing a “Wassermann test“ which may or may 
not have been acceptable and usually not employing a 
modification embracing a proper antigen of acceptable 
sensitiveness along with cold primary incubation. 

I believe, therefore, that those technologists aiming 
to give the maximum of service in the serological diag- 
nosis of syphilis cannot escape the necessity of con- 
ducting a reliable complement-fixation reaction pos- 
sessing the maximum of sensitivity consistent with 
specificity along with at least one of the more reliable 
of the large number of flocculation tests. When both 
yield positive and when both yield negative reactions, 
the evidence is much better and the results are more 
confidently reported upon than when but one test is 
employed. But the great difficulty is how to report and 
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interpret the results when one test yields a positive and 
the second a negative reaction. And this difficulty is 
particularly apparent in laboratories removed from 
personal contact with the physician and patient, and 
more especially when the former is not in position to 
give an expert and reliable clinical opinion for arriv- 
ing at the best conclusion in relation to the welfare 
of the patient. 

Fortunately, the majority of reactions agree insofar 
as positive or negative results are concerned but a 
certain and inevitable percentage of disagreeing reac- 
tions can prove very difficult of interpretation. Inso- 
far as the technologist is concerned, however, all that 
can reasonably be expected is that he or she conduct 
the tests exactly as described by their authors and 
report the reactions as observed since interpretation 
is purely the duty of the physician.’ In other words, 
no serologist or technologist can make so important a 
decision on the presence or absence of syphilis on the 
basis of the serum reactions alone and may properly 
refuse to do so as being beyond his or her province. 

However, in laboratories required to do an un- 
usually large number of tests daily, all sera may be 
examined by a very sensitive flocculation procedure 
as a “screen test” for the sake of economy. All nega- 
tive sera are at once reported upon but all positive 
sera should be re-examined by complement-fixation 
and flocculation tests possessing the maximum of spec- 
ificity before a report is rendered. It is to be remem- 
bered, however, that a “screen test” may give a falsely 
negative reaction, whereas the other, less sensitive 
tests are positive. Undoubtedly, therefore, a certain 
percentage of positive sera will be overlooked by this 
method, but probably not more than two per cent. 

In conclusion, I may, furthermore, state that the 
role of the medical technologist in relation to the 
serology of syphilis very importantly involves the 
following : 

1. The serum tests for syphilis should be conducted 
only by properly trained technologists possessing an 
adequate amount of practical experience. None are 
technically so simple as to be properly undertaken by 
the untrained and inexperienced worker. Under the 
aegis of the United States Public Health Service, prac- 
tically all the State Laboratories have adopted meth- 
ods for evaluating laboratories undertaking the serum 
tests for syphilis, approving only those fulfilling 
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minimum requirements in relation to specificity and 
sensitivity, and every technologist undertaking this 
work should aspire to having his or her laboratory 
meet with approval. 

2. To conduct the tests employed exactly as de- 
scribed by their authors. This is a matter of extreme 
importance and the tests approved by the United 
States Public Health Service are fully described.* Too 
much harm has been and is being done by technol- 
ogists introducing their own modifications whereas 
every detail described by author-serologists should be 
faithfully followed. After all, no test can be better 
than the technologist who conducts it. 

3. To report the reactions exactly as observed and 
not as the physician wishes or expects. If two or more 
tests are employed, the reactions on each should be 
separately reported. The United States Public Health 
Service recommends reporting the reactions as posi- 
tive, doubtful, or negative, but I personally advocate 
splitting positive reactions into strongly positive and 
weakly positive.’ In the case of unexpected or dis- 
crepant reactions, interpretation in relation to the 
presence or absence of syphilis is the function of the 
physician and not of the technologist as previously 
discussed, although in case of doubt the technologist 
should be the first to suggest a repetition of the tests 
because false reactions due to technical errors are pos- 
sible with all tests in the best of laboratories. But, 
undoubtedly, the incidence of falsely positive or 
falsely negative reactions due to errors in technique 
are in relation to the skill, experience, and conscien- 
tious work of technologists. In this connection, | 
recommend that the quantitative and simplified Kol- 
mer complement-fixation tests employing spinal fluids 
be conducted with complement diluted with a 10 per 
cent solution of fresh egg albumin instead of plain 
saline solution as a safeguard against falsely positive 
reactions.‘ Its use is recommended whenever 
quantitative serum tests are giving prezone reactions 
as sometimes occurs but it is not necessary to employ 
it in the conduct of the simplified Kolmer test em- 
ploying serum. 
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Medical Records: A Symposium 


I. Some Common Problems of the Record 
Department in the Average Hospital with an Open 
or Semi-Open Staff 


IN TREATING of the subject of common prob- 
lems of the Record Department in the average hos- 
pital with an open or semiopen staff, we shall consider : 

1. The Medical Staff of an “open” hospital. 

2. Securing the interest of physicians in medical 
records. 

3. A method by which completion of medical rec- 
ords may be achieved. 

The Medical Staff of a hospital.is defined as an 
organized body composed of all physicians who are 
privileged to work therein. An “open” hospital, is one 
in which there is an appointed staff responsible for the 
treatment of charity cases, but which permits other 
physicians to utilize its facilities without restrictions, 
except to comply with the rules and regulations of the 
institution and such standard procedures as may be 
formulated by the appointed staff and adopted by the 
hospital. But there is a modification of the open staiff 
as described in the foregoing definition, one in which 
all members of the medical staff are permitted to at- 
tend free patients either by assignment or at the selec- 
tion of the patient. This modification of the open staff 
prevails in the average hospital. For hospitals other 
than teaching hospitals it is the only possible type. 

It would not be in the best interests of the com- 
munity for a hospital to refuse staff membership to 
any competent and ethical physician and thereby 
effectually deny him access to the facilities which he 
must have to care properly for his patients. On the 
other hand, if a physician in a community who is im- 
perfectly trained or inclined to be unethical, is allowed 
to become a staff member of a well regulated hospital, 
the assistance he would thereby secure would guaran- 
tee his patients protection and safety. Association 
with those who are ethical tends to prevent unethical 
practices. If such men are refused staff membership in 
a controlled hospital they will take their patients, and 
this, often, to the detriment of the patient, to a hos- 
pital which is uncontrolled. The hospital is primarily 
for the use and benefit of the sick. The use and 
benefit of the hospital for the physician is secondary. 


Doctors Like Organization 
Doctors appreciate good staff organization. From 
good staff organization there follows interest in the 
professional work of the hospital and from this, in- 
terest in the records of their patients. Sister record 
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librarians in their own hospitals come closer to the 
actual work of staff organization than record librar- 
ians in lay-governed hospitals. Recently we reorgan- 
ized our medical staff and it occurred to me that it 
might have practical value to include in this paper 
something about staff organization. 

About three years ago we began to realize that the 
constitution and bylaws no longer gave direction for 
a course of procedure in the problems that arose. The 
younger men coming in seemed apathetic toward the 
setup. 

In May, 1940, we had an official visit from the field 
representative of the American College of Surgeons 
in the interest of Hospital Standardization. When the 
visitor picked up the constitutions and bylaws his 
attention was directed to the date of adoption and his 
comment was “much too old; it simply does not suit 
today’s needs.” Another thing that was contrary to 
good organization was that the members of the exec- 
utive committee had served too long. The outcome of 
that visit was the reorganization of our medical staff. 


A Reorganization 

The recommendations of the College were first 
taken to the executive committee and they whole- 
heartedly endorsed the recommendations for staff 
reorganization, and they themselves worked with the 
hospital management for the writing of the new by- 
laws, rules, and regulations. When the new bylaws 
were ready, a copy was sent to each member one 
month before the meeting at which they were to be 
adopted. The one point to which a few objected was 
that we wanted all voting to be done by written bal- 
lot, and this for the purpose of preventing anyone in 
a spirit of caprice from nominating a noninterested 
party. Our hospitals belong to us. It is our right to 
have a voice in the selection of the doctors who are 
to be the officers of our staff. And the doctors we felt 
would appreciate the opportunity of a choice of 
nominee. Our argument prevailed, and the new bylaws 
were adopted. This end was by no means easily at- 
tained. I think we never undertook anything in which 
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there were as many headaches and heartaches, or in 
which we received so many adverse criticisms from 
that group of doctors on the staff whose chief interest 
lay in the competitive hospital located in the same 
area. Even though these doctors voted to adopt our 
bylaws they were still opposed to them. 

We appointed the entire list of resident doctors to 
the Active Staff for 1941, but thereafter reappoint- 
ment to the active staff, and classification in the other 
divisions of the staff, was to be in accordance with the 
bylaws. And because every physician was on the 
active staff, the privilege of voting was extended to all 
members present. 


Increased Attendance 

The first thing that happened after the new bylaws 
became effective was a marked increase in attendance 
at the monthly staff conferences. We plan our pro- 
grams ahead of time, and case reports are not confined 
to cases discharged the previous month. One recent 
program had as its topic, Malignancies of the Breast. 
The program opened with a member reading a short 
digest of a very fine article on that subject from a 
recent medical journal. Then followed case reports on 
Adenocarcinoma Grade IV of the Breast, and a case 
of Paget’s Disease, with the hospital Pathologist con- 
tributing a very comprehensive report on both cases, 
and malignancies in general. Another evening we had 
a symposium on Sciatica, with case reports on patients 
suffering with sciatica but each from a different cause. 

We make a great deal of these case presentations. 
Sometimes we assist the doctors in writing their re- 
ports and prepare the digest of the article to be read. 
The doctors are made to feel they are offering a very 
definite contribution to the professional work of the 
hospital. This method stimulates interest in records. 
The doctors are becoming more and more interested 
in working up their cases, and more and more inter- 
ested in the professional life of the hospital. 

Our medical staff is departmentalized into Medicine, 
Surgery, Obstetrics and Gynecology, and Eye, Ear, 
Nose, and Throat. We have an unusually heavy eye, 
ear, nose, and throat service. There is a chief of each 
service, even though all our patients are private pa- 
tients. The position is more honorary than actual in 
our instance. But the chief has been appointed by the 
members of each service, and when a problem arises 
in that service he is the man they have designated as 
the adviser to the hospital management. 


Completing Records 

We shall now consider practical methods by which 
completion of medical records may be achieved. 

I am convinced that no one appreciates medical 
records more than the physician himself. I think he is 
very record-conscious. I think, too, he recognizes fully 
that it is his duty to prepare a complete record for 
each of his patients. 

In the physician’s office, he is assisted by an effi- 
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cient secretary who manages all the details of his cases. 
She takes the doctor’s dictation, she collects all data 
concerning the patient, and she becomes the custodian 
of all this information. The physician does not deny 
that he is lost when she is absent. If an office patient 
is hospitalized, the hospital record is started, and then 
we expect the physician to do what he is not accus- 
tomed to do himself in his office, to write pages and 
pages when and as he should. First of all, doctors 
have little time for writing. For every word they 
write they dictate ten, hence we began taking their 
dictation. Taking medical dictation is one of the most 
enjoyable and stimulating phases of record-room 
work. 

In what state is a record when it is returned to the 
hands of a record librarian? Chiefly, the progress 
notes are missing. Some time within the first 24 hours 
after admission of the patient we have secured the 
history, and the physician has dictated to us the re- 
port of the physical examination and of the tentative 
diagnosis. The history of the operation has been re- 
corded. Then there remains for completion the prog- 
ress notes, and face sheet on which there must be 
recorded the final diagnosis and signature of the phy- 
sician. If progress notes have not been made during 
the patient’s stay in the hospital, should the physician 
be required to complete this record in a day-to-day 
fashion after the patient has been discharged, or may 
he summarize his report ? 

One day a doctor came in to complete his records. 
Prepared to give his dictation, he suddenly asked, 
“May I summarize?” I told him to give his report as 
he saw fit. Results were a case history including treat- 
ment, effects of treatment both before and after hos- 
pitalization, progress, condition on discharge, and fol- 
low-up. From that case he proceeded to the others, 
and in the same manner. He was giving, in those 
records, information that was clinically valuable, and 
which we never would have secured if he had not been 
given assistance. 


Stenographic Service Helps 

The one cheering and reassuring thing I heard in 
the joint meeting of the American College of Surgeons 
and the American Association of Medical Record 
Librarians in Chicago last October was what Dr. Pon- 
ton said after listening to all the complaints about 
poor records and incomplete records. Dr. Ponton said, 
“Give more stenographic service to the doctors and 
you will get better records.” In that same meeting we 
heard that every record should answer three ques- 
tions: what is wrong with the patient? what have we 
done for the patient? what happened to the patient ? 
With this in mind, if progress notes have not been 
written during the patient’s stay in the hospital, we 
encourage a summary of the case on the progress 
record. I will quote one example from dictation taken 
during the days I was preparing this paper to illus- 
trate what I mean. 
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A Summarized Report 


This was a case of acute mastoiditis. The record 
was complete except for the progress notes and final 
signature. The post-operative course of this patient 
had been stormy, and as the physician remarked when 
he came to this chart, “What worry and sleepless 
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nights this child caused me! 
These are the progress notes he gave: 


This child was brought to the office after having been 
under treatment of a local physician for some days. The 
child was pale, listless, and difficult to arouse. Had a 
temperature of 105.6, a respiration of 34, pulse 140. 
Examination revealed a severe bronchitis bordering on 
pneumonic process. Right acute mastoiditis, swelling of 
the right eyelid, with some protrusion of the right eye, 
and edema over the left maxillary region. He was im- 
mediately hospitalized and chemo-therapy instituted along 
with other supportive measures. His temperature dropped 
slightly but continued to rise to 104.6 and not to go under 
103, remaining septic in its character. 

A mastoidectomy was performed, the mastoid found to 
be almost completely dissected by the purulent process 
present. The dura matter was exposed over a wide area 
and no pathology found. The lateral sinus was similarly 
exposed, it having before its exposure been thought that 
there was undoubtedly here a pathological process in the 
form of thrombotic changes. This ill-conceived idea was 
based on the swelling about the right eye. It, however, 
was found to be entirely normal. 

Following surgery the patient improved slowly, temper- 
ature remaining septic in nature, the child continuing to 
have a productive cough, so that chemo-therapy was con- 
tinued, and a transfusion given every other day. The 
temperature finally subsided and the patient discharged 
from the hospital without temperature, with the mastoid 
wound almost completely healed, with the condition of 
the blood good, but he was so weak he could not walk. 
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His course following discharge from the hospital has 
been a gradual increase in weight, a slow but nevertheless 
sure return in ability to walk, so that on his last being 
seen a week ago the child was able to run and play as 
before this illness. Although several blood cultures were 
made, it was never possible to prove the actual presence of 
bacteremia. In its absence I feel quite sure that this child 
suffered not only a mastoiditis and a severe bronchitis, 
but in addition to these a septicemia. 


Does this record answer what was wrong with the 
patient; what was done for the patient; what hap- 
pened to the patient? It is all summarized on the 
progress record. The ideal, of course, is that these 
notes be written during the progress of the patient, 
but when they are not written when they should be 
written, then we think the summary is permissible. 

We keep a very close watch on the doctor’s file of 
incomplete records. A tiny slip of paper in their name 
plate of the register is all the reminder they need. This 
notice reads: “You have . . . incomplete records.” 
We don’t threaten or penalize doctors who are slow in 
completing their records. We offer to help them. We 
don’t mention incomplete records in staff conference. 

Do we mean by this that we never have incomplete 
records? Frankly, I don’t believe that any hospital 
can achieve this end. Certainly, we should try, but not 
be disturbed when we don’t fully succeed. 


To Summarize 
Good medical-staff organization stimulates interest 
in the professional work of the hospital, in the pro- 
fessional life of the hospital, and in the medical 
records of the hospital. 
Sufficient stenographic assistance to the doctors will 
achieve better and more complete records. 


II. Nomenclature Classification 


THE Manual of Hospital Standardization of the 
American College of Surgeons contains in germ the 
justification for everything done in the medical-record 
departments of our hospitals. Therefore, when we 
record librarians find in so authoritative a source a 
section devoted to “Requirements for a System of 
Medical Records,” we immediately set about measur- 
ing our own performance by the yardstick containe+i 
in this Manual. We find further that one of these 
basic requirements is a cross index of disease. Now 
the setting up of a cross index of disease presupposes 
the adoption by the medical staff of a nomenclature 
of disease to be followed in the hospital. Some may 
wonder why the choice should rest with the medical 
staff. Precisely because the primary purpose of any 
cross-index of disease is to make records available 
for study by the physicians. The value of such an 
index will be in direct ratio to the fidelity of the 
medical staff in adhering to the terminology of the 
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nomenclature in use. If the medical staff is not whole- 
heartedly behind her, no record librarian can main- 
tain a cross-index of disease which conforms to the 
mind of the American College of Surgeons. On the 
other hand, the medical staffs of our hospitals have a 
right to expect intelligent cooperation from their 
record librarians in any matter pertaining to the ful- 
filling of the Fourth Clause of the Minimum Standard, 
including the choice of a disease nomenclature. 


Early Classifications 
Prior to the Hospital Standardization movement in- 
itiated by the American College of Surgeons in 1918, 
few hospitals kept cross-indices of disease. Therefore, 
but few medical staffs had given any thought to the 
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subject of disease nomenclature. For their own needs, 
teaching hospitals and research centers had evolved 
systems of disease classification which were satisfac- 
tory to themselves. When the demands of Hospital 
Standardization started other hospitals in quest of a 
disease nomenclature, it was natural that they should 
turn to these pioneers for guidance. The result was 
the widespread use of nomenclatures originally de- 
signed with a view only to local needs. Probably the 
most frequently adopted classifications of this type 
were those of the Bellevue Hospital and the Vander- 
bilt Clinic of New York City and that of Massachu- 
setts General Hospital, Boston. Because of their in- 
trinsic worth, these systems often afforded complete 
satisfaction to the adopting institution. Other hospi- 
tals not content with any of the existing nomencla- 
tures devised their own. One work in this class de- 
serves special mention because of the prominence it 
has attained. I refer to the Alphabetical Nomenclature 
of Disease by Doctor T. R. Ponton which was first 
written to meet the special needs of Vancouver Gen- 
eral Hospital, Vancouver, B. C. Subsequently, it was 
revised and published with the express purpose of 
providing a simple system of disease nomenclature 
suitable for any hospital. The extensive use to which 
it has been put testifies not only to its worth, but to 
the dire need of an authoritative nomenclature of 
disease which would not be limited by any local con- 
siderations but would meet the needs of all medical 
staffs in all types and sizes of hospitals. Such a nomen- 
clature would make it possible to have our cross-in- 
dices of disease truly fulfill their purpose as research 
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mediums making, as Doctor Malcolm MacEachern 
writes, “the charts of all patients for whom a stated 
diagnosis has been recorded available for study.” 


Beginning of Standard 

As a first step toward this apparent millennium, a 
conference on nomenclature of disease was held at the 
New York Academy of Medicine in New York City 
on March 22, 1928, for the purpose of remedying the 
existing confusion in the realm of medical terminol- 
ogy. Among those invited to the conference were rep- 
resentatives of the American College of Surgeons, the 
American Hospital Association, all the governmental 
health agencies, and many others. The purpose of the 
conference was to unite the important national socie- 
ties representing medicine, surgery, and their allied 
specialties in an effort to develop a truly national 
nomenclature of disease. Thus was inaugurated a 
movement which had led to the publication of the 
Standard Classified Nomenclature of Disease which 
now, after eight years of use, has largely superseded 
all previous efforts and bids fair to become truly 
standard in fact as well as in name. 

A few more words as to its history. At the above 
mentioned conference in March, 1928, an executive 
committee was appointed and entrusted with the re- 
sponsibility of the necessary study and the prepara- 
tion of a basic plan. This executive committee in- 
cluded a representative of the American Hospital 
Association, the American Medical Association, the 
American Public Health Association, the American 
Surgical Association, the American Statistical Asso- 
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ciation, the Association of American Physicians, the 
United States Public Health Service, the United States 
Bureau of the Census, and three members to repre- 
sent the medical profession at large. From this roster 
of members you will see how earnestly the conference 
worked toward the development of a truly authorita- 
tive nomenclature. The group met at a second confer- 
ence on nomenclature in November, 1930, again in 
New York City, and approved the basic plan for the 
new book which the committee had prepared. This 
basic plan provided for a dual method of classification 

- etiological and anatomical. The first complete draft 
of the Standard Classified Nomenclature of Disease 
was unanimously approved at a third meeting of the 
national conference held in New York on December 
14, 1931. A preliminary edition was issued in April, 
1932, which was widely distributed among represen- 
tative internists, surgeons, specialists, and practition- 
ers of medicine in various parts of the country. The 
record departments of 14 large and small hospitals 
gave it an intensive trial for six months. Following 
this action, the first official edition appeared in 1933 
and reached almost 500 hospitals in the first two 
years. As a result of this experience a second edition, 
revised and enlarged, came out in January, 1935. This 
is the edition now in use. 


A. M. A. Assumes Responsibility 

In 1937, the Executive Committee of the National 
Conference on Nomenclature requested the American 
Medical Association to assume the responsibility of 
editing and publishing the Standard Classified 
Nomenclature of Disease. The American Medical As- 
sociation accepted the responsibility and in March, 
1940, called a conference on nomenclature to consider 
the first decennial revision of the book. Members of 
the original committee, representatives of the various 
specialties, authors of other terminologies, and many 
others who were interested in medical nomenclature 
attended. It is worthy of note that several medical- 
record librarians participated in this conference. Doc- 
tor Edwin Jordan, assistant editor of the Journal of 
the American Medical Association, had been ap- 
pointed editor of the nomenclature. The conference 
voted to carry on the work of keeping the nomencla- 
ture up to date by means of an editorial board of the 
American Medical Association. At the same time they 
provided for similar conferences to be held every five 
years. 

Work on the present revision had already begun 
prior to the calling of the conference, which acted 
mainly in an advisory capacity, and the revision still 
continues. That a task of such magnitude as the revi- 
sion of the Standard Classified Nomenclature of Dis- 
ease should require considerable time should surprise 
no one. On one point we may have full assurance — 
the job will be thoroughly done. To my mind no other 
step since that initiating the movement toward a 
national nomenclature has done so much toward the 
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establishing of a truly standard nomenclature of dis- 
ease as the acceptance by the American Medical As- 
sociation of the great responsibility of editing and 
publishing this book. The sponsorship of the move- 
ment by this renowned organization gives to the 
Standard Classified Nomenclature of Disease a quasi 
official rating never before enjoyed by a disease classi- 
fication in this country. We have Doctor T. R. Pon- 
ton’s remark made at the 1940 conference on nomen- 
clature held at the American Medical Association 
headquarters in Chicago. “I am wholly behind this 
movement. I believe that by the American Medical 
Association’s taking over the Standard Classified 
Nomenclature of Disease it will be possible to over- 
come the great difficulty in getting nomenclature 
adopted.” 


The Record Librarian’s Part 

Even this brief résumé of the history and present 
status of the Standard Classified Nomenclature of 
Disease makes it apparent that this work has taken 
a permanent place in the field of medical terminology 
and disease classifications. Its influence is bound to be 
felt in all our hospitals. How does it affect us as record 
librarians? Perhaps we can best answer that question 
by considering some of the difficulties which record 
librarians are called upon to face in regard to Stand- 
ard Nomenclature. 

The question which seems to occur most frequently 
in any gathering of record librarians is: “Isn’t Stand- 
ard Nomenclature very difficult to learn?” Standard 
is indeed more difficult to learn than any of the other 
nomenclatures. It takes more or less study depending 
on whether or not the record librarian must do most 
of the coding of diagnoses herself. No record librarian 
needs to memorize even one of the codes, though by 
continuous use of the book she will find herself doing 
so. One will be much more intelligent, however, in her 
use of the book if she studies the basic scheme of 
classification. This scheme is so very logical that it is 
not hard to grasp, and its very reasonableness and ex- 
plicitness is a daily joy. The article by Doctor Edwin 
Jordan entitled “The Adoption and Putting into Oper- 
ation of the Standard Nomenclature of Disease,” pub- 
lished in the December, 1940, issue of the Bulletin of 
the American Association of Medical Record Librar- 
ians, is an excellent presentation of the subject. Like- 
wise the article in the same journal by Doctor Jordan 
and Mrs. Adaline Hayden entitled “Standard Classi- 
fied Nomenclature of Disease,” if followed, book in 
hand, should be a revelation to any one who is be- 
coming acquainted with the system. Once you have 
begun to use Standard you will find yourself richly 
rewarded for whatever the initial effort has cost you. 
The system of dual classification provides an orderly 
arrangement of the disease index which keeps all 
clinically similar diseases together; the list of diag- 
noses is complete; the terms employed are specific. 
Then another advantage: Standard provides for the 








352 


classification of partially diagnosed diseases and for 
the undiagnosed diseases. This must not be inter- 
preted to mean that Standard permits the use of unac- 
ceptable diagnoses. Rather it is a provision for the 
cases which in spite of all diagnostic measures cannot 
be diagnosed. Standard likewise provides for the re- 
cording of important symptoms of disease. Lastly, the 
value of the intellectual pleasure and profit which ac- 
crue to the record librarian from the constant use of so 
scientific a tool is worth much more than can be 
measured in mere time and effort. 


Regarding Adoption 

A second question which many record librarians are 
asking is: “Should my hospital adopt the Standard 
Nomenclature?” Theoretically, I feel that the only 
answer to that question is “Yes,” especially since the 
new edition of the book will contain provision for the 
needs of:those now using alphabetical systems. From a 
practical point of view, each hospital’s peculiar needs 
must be considered. Though ultimate adoption of 
Standard by all hospitals is imperative if we are ever 
to develop a truly national nomenclature and hence 
uniform medical terminology, the step should never 
be taken hastily. I would say that there are two con- 
ditions which must obtain in any institution before it 
adopts the Standard Classified Nomenclature. The 
first of these conditions is that the record librarian 
have the wholehearted cooperation of at least a 
majority of the staff members. No record librarian 
can go faster than her staff. The basis for any cross 
index of disease is the diagnoses made by the physi- 
cians. Therefore, lest the medical staff give a mere 
perfunctory assent to a motion to adopt Standard 
Nomenclature and immediately forget all about its 
action, the chief of staff should appoint a committee 
to study the nomenclature and present its findings to 
the group. The record librarian with an intelligent 
understanding of the book can do a good turn for the 
advancement of medicine by assisting this committee 
toward forming a favorable opinion. Such a committee 
will in turn be of incalculable help to the record li- 
brarian if and when the staff adopts the Standard 
Nomenclature for she can turn to its members when- 
ever problems arise. 

A second condition which I believe should be con- 
sidered before any hospital adopts Standard Nomen- 
clature has to do with the use which is made of the 
records. It flows from the character of the disease 
index as a research medium and a source of morbidity 
statistics. Does the nomenclature now in use serve 
these purposes to a maximum degree? If so, perhaps 
there is ample reason for retaining the present one. 
However, is what we consider maximum efficiency in 
this regard really such? Would not the adoption of an 
authoritative nomenclature raise our standards and 
add greatly to the value of our record department ? 
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Are we really serving the best interest of medical 
science if we are content to maintain a disease index 
just to “get by” when the visitor of the College of 
Surgeons comes our way? We cannot be selfish; on 
the other hand, we must be practical. Most record li- 
brarians have more work than they can handle. The 
use of the Standard Nomenclature does require more 
time. Especially is this true if the record librarian 
must code the diagnoses herself. Therefore, I repeat 
that, though the ideal is to have the Standard Classi- 
fied Nomenclature of Disease in every hospital, local 
conditions must be studied thoroughly and precipitate 
action must be avoided. 


Making the Transition 


Then there is a third question which one hears from 
record librarians: “How do I go about making the 
transition from my present system to Standard?” 
Granted the cooperation of your medical staff, your 
first step is to study the book carefully especially the 
introduction and the chapter on “How to Use the 
Nomenclature.” Then read the many excellent articles 
which have appeared in the Bulletin of the American 
Association of Medical Record Librarians and other 
reputable hospital journals. After this, if possible, 
spend a few days in a record department where the 
Standard Nomenclature is in use. Even a short visit 
of this nature will save you from errors. In addition, 
it might be helpful to consult one of the commercial 
companies which have specialized in providing equip- 
ment for the cross indexing of disease according to 
Standard. Of course, no one should change to Stand- 
ard Nomenclature until the new edition of the book is 
available. It is quite possible that this edition will 
contain a section of instructions for record librarians 
including practical advice on how to install the sys- 
tem. Even aside from this feature, the coming edition 
cannot fail to bear the impress of eight years’ use by 
record librarians. When you feel prepared to initiate 
the change, simply choose a date on which to close 
your old cross-index of disease and to begin the new. 
The first of the year is the best time to make any 
change which has a bearing upon the gathering of 
statistics. If you are going to continue using the same 
type of indexing equipment, it may be necessary to 
transfer your closed files. Under no circumstances 
destroy these priceless records of many years, but 
unless you have a great deal of extra time and money 
at your disposal make no attempt to go back over 
your old charts to cross index them according to 
Standard. Just begin outright on the first of the year. 
The transition is not nearly as difficult as many record 
librarians anticipate. It has been my personal experi- 
ence to see more than one record librarian come to 
our hospital with a fixed aversion to Standard because 
of a false impression of its difficulty and see her leave 
an ardent Standard enthusiast. 





















The origin of St. Boniface Hospital began with the 
following letter: 

Carondelet, October, 1871 
Reverend E. A. Schindel 
Dear Sir: 

The undersigned beg to submit to your considera- 
tion the propriety of establishing, in this part of our 
city a hospital under such auspices as you may deem 
best and most expedient. 

The many late accidents, in our midst, among the 
employees of the railroad as well as of the foundries 
and furnaces, the constant increase of this class of 
men— most of whom, without family and without 
facility for relief or comfort in case of accident or 
sickness, most urgently appeal to our humanity and 
demand that proper steps be taken to accomplish this 
object. 

Knowing that the matter is best placed and in- 
trusted into your hands, we herewith beg leave to do 
so, promising that we will cheerfully render all as- 
sistance which may lay in our power. 

Yours most respectfully, 


FRED AHRENS 
FRANCIS ZELLER 
ANTOINE LOBSINGER 
A\. H. MEvYERPETER 


HENRY DOoERING 
A. L. BERGFELD 
H. J. HINSMANN 
CHARLES SPIES 
HeNRY NAGEL 


Father Ernst Andrew Schin- 
del of St. Boniface Catholic 
Church entered into’ the 
founding of a hospital with 


The Story of St. Boniface Hospital 
at St. Louis, Missouri 


Robert E. Schlueter, M. D. 


sionary work. Accordingly three Sisters of that Order, 
Sisters Philomena Oldegeering, Mary Dorothea, and 
Alphonsa Cormann, sailed for America on December 
3, 1872, accompanied by Father Schindel’s friend, the 
Reverend Father H. Brockhagen. 

After a long and tiresome journey they arrived in 
Carondelet (South St. Louis), where Father Schindel 
made arrangements for them to live with the Sisters 
of Notre Dame in their convent on South Broadway 
near the Jefferson Barracks. They occupied their time 
studying the English language, begging alms, and 
soliciting funds for the new hospital in which they 
were to live and work; going even into neighboring 
states as far as Cincinnati, Ohio. Meanwhile Father 
Schindel was not idle in raising funds for what was 
to be a large and perfected hospital. 

He organized a concert for the benefit of the hos- 
pital in September, 1872, and late in the same year 
organized a grand lottery the prizes of which were 
twelve 50-ft. building lots comprising the whole city 
block between Fourth Street (now Michigan Ave.) 
and Fifth Street (now Virginia Avenue) bounded by 
St. Louis Street (now Nagel Avenue) on the South 
and Randolph Street (now 
Blow St.) on the north. 
Father Schindel owned this 
ground and intended to build 
the hospital on it; however, 














great enthusiasm and _ sub- 
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mitted the matter to Arch- 
bishop Kenrick who did not 
object to the undertaking. YY 

Father Schindel then wrote L 
to his godfather, Mr. Ernst 





this plan was abandoned be- 
cause the neighbors objected. 
The raffle took place at a 
picnic held on July 4, 1873, 
but further details of it are 
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Andrew Helweg, of Muenster, 
Germany, who spoke to the 
Right Reverend Conrad Mar- 





not at hand except the raffle 
ticket No. 79319 on the re- 
verse of which a plan of that 
block of building lots may be 





tin, Bishop of Paderborn, in 


seen. On its face is an archi- 





Westphalia, Germany, in 
which province Father Schin- f 
del was born. His Lordship hy 
recommended to the Mother 
General of the Franciscan 
Sisters of Salzkotten, West- 











tect’s sketch of a very pre- 
tentious structure. There are 
five pavilions in a row with 
connecting corridors but only 
the central administration 
building was ever built (see 
illustration) in a grove of 














phalia, to accept this mis- = 
SS 
*Read before the Faculty Seminar at rr == 
St. Louis University School of Medicine .——— 
on December 12, 1940. Reprinted with = 


permission from Bulletin of the History a 
of Medicine, Vol. IX, No. 4, April, 1941. ST. 
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trees outside the town limits 
on South Grand Ave. and 
Bayless Ave., just west of 
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offset these values and beau- 
ties there was a creek near it 
to which much of the con- 
tinuous sickness among the 
eleven Sisters was attributed. 
Furthermore, they depended 
upon well water for cooking, 
drinking, and washing. This 
probably also contributed to 
the morbidity of the Sisters. 
Still none of them died, but 
the Mother General learned 
of their plight and she mis- 
sioned eight more nuns from 
Germany to the community. 
They arrived at Carondelet 
on August 1, 1875. 

This gave impetus to the 
work because the work could 
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the Lemay Ferry Road. This area has been long 
since known and still bears the name of Risch’s 
Grove, of which the present owner’s name is Mc- 
Nerney. There the one pavilion of the hospital was 
completed and solemnly dedicated on September 7, 
1873, by the Very Reverend Father Henry Muehl- 
siepen, Vicar General of the Diocese. The first pa- 
tients were admitted on September 14, 1873, and the 
Sisters attended patients in the institution but, for 
the most part, they nursed patients in their own homes 
because of the general dread which many people had 
for hospitals. 

While the preparations for the erection of a hospital 
were in progress, it is amazing how the several co- 
ordinated influences were at work. In the summer of 
1873 Father Schindel undertook a personal journey 
to Salzkotten for a conference with the Mother Gen- 
eral. This resulted in eight additional consecrated Sis- 
ters returning with him, so that there were eleven 
able-bodied and enthusiastic young women on hand 
before the hospital was completed. 

The hospital was situated in a large park and there 
was a vegetable garden as well as an orchard. Yet to 


when three of them set out 
for Cape Girardeau, Mis- 
souri, to establish what is now the splendid St. Francis 
Hospital there. Their early endeavors included teach- 
ing in a parochial school, which entailed considerable 
obstacles, mostly because they were well educated in 
the German language, but lacked a working knowl- 
edge of English. Despite the assistance given by the 
Loretto Sisters, the educational activities of the 
Franciscan Sisters was considerably curtailed, and 
diverted them from the services which they aimed to 
render to suffering humanity. A description of their 
trials and tribulations in the Mississippi Valley of the 
United States of North America during those few 
years in the middle of the 1870’s could be elaborated 
upon and expanded into a large book. Then, while 
those good Franciscan women were struggling with 
poverty, a language new to them, and many other ad- 
verse conditions, amid strange surroundings in a for- 
eign land the saddest and most tragic occurrence in 
the history of the Order of Franciscan Sisters of Salz- 
kotten, Westphalia, Germany, happened. 

On Sunday the fifth day of December, 1875, five pro- 
fessed members of the Order of Franciscan Sisters 
sailed from Bremenhaven, Germany, at the mouth of 
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the Weser River, on the ill-fated steamship “Deutsch- 
land.” The 115 passengers embarked in fair weather 
but a violent storm arose as soon as the deep sea was 
reached. The blizzard became fiercer as the night 
progressed until the next morning, while most of the 
passengers were still trying to sleep, there occurred 
the terrific crash of the shipwreck in which more than 
fifty persons died. All persons were ordered on deck 
and told to wear life preservers. The temperature fell 
to 10 degrees below zero as the storm raged all day 
only to become worse toward evening. The wild waves 
dashed over the ship and flooded the cabins so that 
four Sisters were drowned in their cabin, while the 
fifth was washed overboard to a watery grave in the 
icy waves. 

When Cardinal Manning in London heard the sad 
news he sent two Franciscan Fathers to Harwich 
where the bodies had been taken to shore. The Rev- 
erend Father Thomas, O.F.M., took charge of the 
remains of the four nuns and had them removed to the 
convent at Stratford-on-Avon. 

On the morning of December 13, 1875, the little 
church at Stratford was filled to overflowing by both 
Catholics and non-Catholics for the solemn requiem 
Mass offered for the departed souls. 

Just before the commencement of the services His 
Eminence Henry Edward Cardinal Manning (1808 
1892), invested in full canonical robes and accompa- 
nied by Msgr. Searle entered the church, uttered a 
silent prayer and ascended his throne. After the last 
Gospel His Eminence still attired in his official rai- 
ment, ordered the lids of each casket removed and 
viewed the mild and patient expression of every coun- 
tenance separately and proceeded to deliver an ap- 
propriate eulogy in which he glorified the courage and 
self-sacrifice of those Sisters. His Eminence then pro- 
nounced the absolution and everybody in attendance 
took turns at viewing the remains. 

The burial took place in Leytenstone Cemetery 
where the Rev. J. Jansen placed a cross of flowers on 
each casket and the Rev. Father Francis, O.F.M., 
performed the last rites. A modest tombstone marks 
their resting place and the names of all five Sisters 
appear in the inscription on the gravestone which 
reads as follows: 





Pray for the souls of 
Barbara Huetenschmidt 
Henrica Fassbender 
Norberta Reinkober 
Aurea Badsiura 
Brigitta Damhorst 
Franciscan Sisters from Germany, 

who were drowned near Harwich in the wreck 
of the “Deutschland” on December 7, 1875, 
Four of which were buried here December 13. 


m. &. 
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The afore-related tragedy might have been a deter- 
rent factor for a less resolute group of individuals 
than were these true successors of Sainte Clara, the 
first female associate of the Great St. Francis of 
Assisi. Less than six months after that disastrous 
shipwreck, the head authorities of the Sisters sent the 
amiable and experienced Venerable Sister Bernarda 
Passmann to be the first Provincial Superioress in 
America after she had proved her ability as superi- 
oress of the academy hospital at Metz in Lorraine 
(Lothringen) Germany. Under her guidance the sev- 
eral missionary works of the Sisters grew continuously 
until the sudden destruction of St. Boniface Hospital. 

During a thunderstorm on a warm summer morning 
on August 6, 1877, the building of St. Boniface Hos- 
pital was struck by lightning and burned to the 
ground, fortunately without the loss of a single life. 

With the aid of ambulatory patients and neighbors 
everybody was temporarily saved, which was phe- 
nomenal in the face of the primitive fire fighting of 
the eighteen seventies. The Sisters and patients were 
transferred to Gillick’s Hall, at Michigan Avenue and 
Stein Street, until the sick were able to go to their 
homes. The Sisters then moved to the city of St. 
Louis, although Father Schindel made an attempt to 
erect a new hospital close to St. Boniface Church at 
Schirmer Street between Michigan and Ivory Ave- 
nues by building a foundation. Financial difficulties, 
however, compelled him to abandon the plan soon 
after January 5, 1878. This foundation lay idle until 
October, 1887, when a superstructure, known as St. 
Boniface Hall, was completed, which is a clubhouse for 
all the social activities of St. Boniface Parish. 

The work of the Franciscan Sisters was by no 





PIUS HOME AT 14th AND O’FALLON STREETS, ST. LOUIS, 
MO., BECAME THE HOSPITAL IN CHARGE OF THE FRANCISCAN 
SISTERS AFTER THE FIRE AT ST. BONIFACE HOSPITAL. 
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means stopped with the passing of St. Boniface Hos- 
pital. In fact it has grown steadily ever since. In St. 
Louis it was directed until 1895 from a Mother House 
at Fourteenth and O’Fallon Streets and since the 


latter date from St. Anthony’s Hospital at Chippewa 
Street and Grand Boulevard. There are now several 
hundred professed Sisters and a goodly number of 
novices at work in the various houses of the province. 


The Function of the Medical Social 
Worker in the General Administration ot 
the Venereal Disease Program 


IN DISCUSSING the function of the medical social 
worker in the venereal disease program, I shall first 
outline briefly the organization and aim of such a 
plan.* As my experience has been concerned only with 
the problems directly related to syphilis, I shall limit 
my paper to that phase of the program. The princi- 
ples, however, should be applicable to similar pro- 
grams concerned with other venereal diseases, or to 
any medical social case work. 

In July, 1937, Vanderbilt University Hospital, with 
the assistance of funds from the United States Public 
Health Service, inaugurated its present program for 
the control of syphilis. The aim has been to study and 
develop methods of finding and holding to treatment 
patients with infectious or potentially re-infectious 
syphilis. Administrators, clinicians, epidemiologists, 
and social workers have worked together as a unit and 
the results are the effect of this combined effort. As 


*Paper read at the Sectional Meeting on ‘Venereal Diseases and Social 
Hygiene,” Catholic Hospital Association Convention, Philadelphia, Pennsyl- 
vania, June 20, i941. 


Miss Anne Sweeney 
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Vanderbilt Hospital is a teaching institution, however, 
it is necessary to have under care a number of patients 
representing all stages of the disease, both early and 
late. Therefore, although our greatest interest is in 
the patients with early curable and transmissible syph- 
ilis, it is by no means entirely confined to that group. 

A study of the results of the plan from September 
1, 1937, to May 1, 1939, shows the following figures : 

Of 204 patients with acute syphilis, 64 had marital 
partners who had been exposed to the disease. All of 
these people were examined; 76 per cent were found 
to have syphilis. These 204 patients named 231 extra- 
marital sexual contacts. Two hundred and five or 88 
per cent of these contacts were examined; 152 or 74 
per cent had syphilis.’ 

Clark, E. Gurney, M.D., “Epidemiologic Investigations in a Series of 
996 Cases of Acquired Syphilis,” Vemereal Disease Information, 1940, 21:11. 
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A comparison was also made of the number of clinic 
visits of patients with early syphilis between 1937 and 
1938 with those admitted in 1935 and 1936, prior to 
the present program. Of 434 patients with early syph- 
ilis* in 1935 and 1936 only 9 made 52 clinic visits; 70 
made 37 visits, and 105 made 30 visits. Of 327 patients 
with early syphilis in 1937 and 1938, 27 made 52 
visits, 167 made 37 visits, and 206 made 30 visits.* 
These figures represent our early efforts and we hope 
to show increasing gains in later, as yet uncompleted, 
studies. We do know, that of 44 patients with primary 
and secondary syphilis admitted to the clinic between 
July 1, 1940, and May 23, 1941, 39 or 87 per cent are 
still voluntarily under treatment; three were lost and 
two were reported to the local health department be- 
cause of lapse from treatment. These 44 cases are 
about half of the acute cases admitted for that period 
of time 

We shall now consider in some detail how the social 
worker fits into such a program and why her function 
is an addition to and not a duplication of the work of 
other clinic personnel. Briefly, her duties are: 

1. To interview all new clinic admissions at their 
first clinic visit or as soon as the diagnosis is estab- 
lished, and to continue the friendly relationship with 
the patient throughout his clinic attendance. 

2. By purposeful visits and letters to delinquent 
patients, to assist them in arranging for regular 
treatment. 

3. To cooperate with clinicians and epidemiologists 
in obtaining the names of nonmarital sexual contacts 
and to visit and persuade both household and non- 
marital sexual contacts of the importance of 
examination. 

4. To cooperate with other social agencies and to be 
alert to recognize the problems in a given situation, 
and to refer to the proper agency those not directly 
concerned with the medical problem. 

The need for social service in a venereal disease 
program can best be illustrated by several cases which 
we shall take up shortly. We shall first consider, how- 
ever, the purpose of the initial interview. 

One can well imagine the fears and confusion in the 
mind of a patient on his first visit to a syphilis clinic. 
He may be half aware of the nature of his disease 
and torn between the fear of not being treated and of 
having his wife, his parents, or his employer learn his 
diagnosis. He usually has, also, a lot of misinforma- 
tion about syphilis. A clinic at best presents a cold, 
impersonal aspect. The clinic physician, seeing the 
patient apart from his environment, unlike the fam- 
ily physician, has no understanding of the background 
of the patient and because of the routine way in which 
clinics must function does not have the time for the 
little personal interests that mean so much to the 
patient. 


*Early Syphilis is defined as under two years’ duration. 
*Cowper, H. H., M.D., and Clark, E. Gurney, M.D., “Studies in the Epi- 
demiology of Syphilis, the Value of Patient Education,” Venereal Disease 


Information, 1940, 22:1. 
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All of our patients, however, are given quite com- 
plete instruction about syphilis by the physician as 
soon as the diagnosis is definite. A few weeks later 
this instruction is repeated by the epidemiologist. In- 
fectiousness or noninfectiousness is explained; the im- 
portance of contact examinations is discussed ; the ap- 
proximate length of treatment, results which may 
ordinarily be expected, and the dangers of untreated 
syphilis are interpreted. 

The patient then meets the social worker. The 
object of the first interview might be summed up as 
the attempt to help the patient to think of the 
medical recommendations in terms of their effect on 
his own life situation and to plan intelligently to meet 
apparent difficulties before they become acute. 

The social worker’s method of accomplishing this 
objective is so simple that it is difficult to analyze. 
Having had the benefit of the patient’s medical his- 
tory, the social worker merely encourages the patient 
to talk about his plans for meeting the medical recom- 
mendations. The problems are as numerous as the 
number of patients. Each patient must be considered 
as an individual personality, the sum total of his 
heredity, environment, beliefs, fears, and experiences. 
The diagnosis of syphilis does not mean the same 
thing to an irresponsible young boy and to a man who 
perhaps in thinking he was cured before marriage, 
now has to accept the possibility that his wife and 
children may be infected. 

Treatment of syphilis may involve work arrange- 
ments to permit clinic attendance, school arrange- 
ments, interpretation of the diagnosis to the members 
of the family, and in particular to the marital part- 
ner, arrangements for simple precautions such as 
sleeping alone and care of dishes, if the patient is in 
an infectious condition. Quite frequently one finds 
that the patient has not thought of all the problems 
involved in a diagnosis of syphilis which may soon 
confront him. Without assistance in thinking them 
through he may lapse from treatment because he sees 
them as insurmountable obstacles. Our aim in dis- 
cussing these situations is to prevent such lapses from 
treatment, break up of families and loss of jobs by 
meeting potential difficulties before they become 
problems. 

Needless to say, the social worker must be guided 
throughout her interview by the patient’s ability to 
grasp information and by his emotional reaction. If a 
patient is terribly concerned about what he is going 
to tell his wife when he returns home it is useless to 
try to discuss anything else at that time. When this 
situation has been met others can be taken up. Sim- 
ilarly, the patient who believes he will lose his job 
because he has to attend clinic is not interested in 
giving complete information about contacts. It is 
rather difficult to refrain from “making a plan for a 
patient,” but the social worker must be constantly 
aware of the individuality of the patient and real- 
ize that what is satisfactory for one patient does not 
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work with another. None of us likes to be told what 
to do. We like people to ask our opinion. If the pa- 
tient’s plan seems poor, the social worker may suggest 
another plan. Whatever the patient’s plan is, however, 
it is a guide to the worker in understanding the intel- 
ligence of the patient and his relationships to his fam- 
ily group and community. We ought to keep in mind, 
too, that in this informal interview the patient can 
give us a valuable understanding of himself and his 
family group. 

The so-called first interview may extend through 
several clinic visits or home visits. The social worker 
should leave with the patient the feeling that he is 
welcome to come back at any time throughout his 
whole treatment to discuss any new situations that 
arise. The friendly relationship established at the be- 
ginning of treatment should continue throughout the 
patient’s clinic attendance. 

Perhaps one of the most important results of the 
first interview is the stabilizing effect of the unemo- 
tional, sympathetic understanding of the social work- 
er. The patient with syphilis can rarely, without as- 
sistance, discuss his disease with his family and get 
anything but censure. The patient with tuberculosis 
often has emotional and environmental adjustments to 
make but he usually has, too, the kindly interest of 
his family and friends. 

One of our more articulate patients recently in- 
formed us of the effect which he felt from the non- 
judgmental attitude of the social worker. Because of 
his feeling of disgrace and its consequent severe emo- 
tional reaction, he could not discuss with anyone the 
fears and anxieties which for several months he had 
been trying to keep secretly stored away in his mind. 
Until he realized that she was not judging him, he 
reacted defensively. He later remarked that her atti- 
tude had helped him immensely to face the situation 
intelligently and to plan to return again to society as 
a normal person. In a sense, the social worker repre- 
sented public opinion. 

The value of the first interview may be illustrated 
best by a brief case presentation. 

Mrs. C, an attractive, intelligent, 23-year-old white 
woman, was referred to the syphilis clinic from the 
obstetrical clinic with secondary recurrence. About 
two years before she had taken inadequate treatment 
from a private physician. Apparently she had never 
had a clear understanding of her disease and did not 
realize the importance of treatment. She was now 
four months pregnant. 

During the first part of the interview she was polite 
and reserved, but it was evident that she was trying 
hard to control tears. The mere question as to what 
was worrying her brought out the whole story. 

Four years ago, after a brief acquaintance she made 
a very unhappy marriage which ended in desertion in 
three months. She had no knowledge of what hap- 
pened to her first husband. Two years later she mar- 
ried Mr. C and they had been very happy. Although 
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she and Mr. C both learned that they had syphilis 
shortly after the marriage, there was no apparent 
difficulty until now when Mrs. C became pregnant. 
Mr. C was eager for a child and did not understand his 
wife’s fears. She was terrified for fear that the child 
would have syphilis and that it would be deformed. 
Although she could not say so it seemed that she be- 
lieved that she had been responsible for Mr. C’s in- 
fection and now felt extremely guilty about having a 
syphilitic child. The fact that her husband was so 
considerate of her and so interested in her having a 
child, apparently increased her anxiety. 

A calm discussion of syphilis and pregnancy quieted 
her and interested her in asking the questions about 
which she had been so worried. She seemed relieved 
to learn that her chances of having a healthy baby 
were excellent, and that even if the child had syphilis 
it could probably be “cured.” She was reassured about 
the danger of the baby’s being deformed. 

Mrs. C was seen briefly during her next few clinic 
visits, throughout which time her mental attitude im- 
proved remarkably. She was able to interpret the dis- 
ease intelligently to her husband. He, too, resumed 
treatment and Mrs. C appears to be cheerfully plan- 
ning to enter the hospital next month for delivery. 

The benefit which Mrs. C obtained from her rela- 
tionship with the social worker is that intangible 
something which defies explanation but it appears 
that her feeling of freedom to talk about her worries 
and an intelligent discussion of them enabled her to 
face her situation calmly. 

The difficult situations which patients with syph- 
ilis have to meet can be grouped into three broad 
classifications : 

1. Those within the personality of the patient 
himself. 

2. Those which concern the patient’s relationship 
with his family. In this group we find the marital 
problems, the fear of having other members of the 
family learn the diagnosis, the wish to avoid causing 
discord at home because of unusual precautions 
against spreading infection, and the problems con- 
cerned with examination of household contacts. 

3. Those which concern the patient and the com- 
munity. Here we must consider the patient’s work 
and school arrangements to permit clinic attendance, 
his plans for remaining away from work during the 
infectious stage and the necessity for examination of 
contacts outside his home. 

Frequently these groups overlap, as in the case of 
Mrs. C. Her problem concerned her marriage and 
pregnancy but its basis was in her own personality. 

As an example of the problems which arise from the 
patient’s relationship with his family we have the fol- 
lowing situation. 

John T, an 18-year-old, white farm boy was ad- 
mitted to the clinic with acute syphilis. At the first 
brief interview no particular problem was evident. He 
showed interest in discussing treatment plans and the 
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possibility of cure; the impression gained was that he 
was sincerely interested in following recommenda- 
tions. He was living with an uncle and aunt who had 
taken the place of his parents when the patient was a 
child. As he had been sleeping with a cousin, plans 
for examination of this boy were to be made at the 
next interview. 

A few days later the patient’s uncle, Mr. V, came to 
the office to find out the patient’s diagnosis. He 
showed considerable irritation with John but in spite 
of this his affection for him was quite apparent. Sev- 
eral times he spoke of the patient as having been “a 
good, industrious boy.” 

It is the policy of the hospital not to give out a 
diagnosis of syphilis without the permission of the 
patient. As John was a minor, this rule did not strictly 
apply, but it was felt that our relationship with him 
could be strengthened by first consulting him. The 
patient’s uncle accepted the hospital ruling and agreed 
to return on the following day. 

Mr. V’s visit was explained to that patient in the 
clinic that afternoon. His immediate response was 
fear of telling the diagnosis to the uncle. He had told 
the family that he had come to the hospital because 
of a sore throat. He quickly saw, however, that this 
explanation would not be sufficient to satisfy the fam- 
ily throughout his fifteen months of treatment. He 
tried to escape the real issue by saying that maybe 
later he could think of a better reason to explain his 
continued clinic attendance. 

The patient’s next plan was to leave home and go to 
live with his married sister. He did not appear eager 
to make this change and spoke of his present home as 
pleasant and satisfactory. If it were not for his pres- 
ent trouble, he would not think of leaving. It was sug- 
gested that his plan would still be a possibility in case 
the present difficulty at home could not be solved. The 
patient agreed that he could lose nothing by such an 
attempt and that by running away from his problem 
he would probably antagonize his uncle and so lessen 
his chances of ever returning there to live. 

The patient was asked if he wished our help in 
explaining the diagnosis. At first, this suggestion was 
not taken; but he inquired as to exactly what infor- 
mation would be given. The social worker went 
through the complete explanation with him. The pa- 
tient’s known promiscuity was not stressed but the 
explanation concerned necessary treatment, dangers 
of untreated syphilis, and the necessity for examina- 
tion of household contacts. It was evident from the 
first talk with Mr. V, that he was probably aware of 
the patient’s immoral behavior, but his affection for 
John and his wish to have us think well of his efforts 
in rearing him, prompted him to emphasize the boy’s 
industry and excellent character. The patient still 
hesitated about giving his permission for “syphilis” 
to be mentioned. As he felt “disgraced” because of his 
infection, he asked if his uncle might be told that he 
had some disease that was “not so bad.” The worker 
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talked with him then about what sort of explanation 
his uncle would appreciate. The patient said Mr. V 
was “hot tempered, but he did like to hear the truth.” 
The boy was able then to realize that a direct state- 
ment to Mr. V would be the only satisfactory way of 
meeting the situation. The patient was still worried 
about the fact that he had already lied to his uncle in 
telling him that he was being treated for a sore throat. 
He was reassured about this by pointing out that Mr. 
V probably would not be so concerned about that if 
he were now told the truth. The patient then asked if 
the worker would see his uncle. 

On leaving the office that patient said that before 
he had left home he had promised his uncle that he 
would give permission for his diagnosis to be known, 
but on the way to the hospital he had become so 
frightened by the idea that he had planned not to 
return home. Although he was still frightened he felt 
somewhat better now that he had decided to meet his 
problem squarely. 

The following morning Mr. V again came to the 
office. He was in a much better frame of mind and it 
was evident that since John was willing for him to 
know the truth, he was feeling less irritation toward 
him. Mr. V was immediately told the patient’s diag- 
nosis, as it was believed that he would respond best to 
a direct statement. The statement was then elaborated 
on and an attempt made to arouse Mr. V’s sympathy 
for the patient. The tedious, long treatment which 
would be necessary and the assistance which a sym- 
pathetic family could give a patient in following 
through medica] recommendations were brought out. 
Mr. V talked at some length about his and his wife’s 
interest in the boy. The examination of family con- 
tacts was discussed and arrangements made for blood 
tests. This inconvenience to the members of his own 
family caused no further antagonism. 

When the patient was again seen he was greatly re- 
lieved now that the family was aware of his diagnosis. 
The family showed no ill feeling toward him and 
throughout his regular treatment no further difficul- 
ties arose. It was felt that the bond between members 
of the V family and John was perhaps strengthened 
rather than broken by his courage in frankly meeting 
his difficulties. 

Although in most cases we believe it is better for 
the patient himself to assume the responsibility for 
first telling his diagnosis to his family, with further 
interpretation being given by the social worker, in this 
case it appeared that the boy would not be able 
actually to tell the diagnosis to his uncle, himself, 
and that the uncle’s personality and emotional feel- 
ings were probably such that he could better accept 
the explanation coming directly from the hospital. 

The relationship of the patient to his community 
could consume an entire discussion as it involves all 
the problems of contact examinations. We shall pass 
over that subject, however, with the mention that 
successful contact examination depends upon obtain- 
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ing the confidence of the patient and by respecting 
that confidence by never giving the patient’s name to 
the community contact. A very common difficulty 
which patients with syphilis face and a real obstacle 
to treatment, however, is that of arranging work to 
permit clinic attendance and of continuing to hold a 
job when they have to stay away from work for two 
weeks during the infectious stage. 

Lillie May, a 19-year-old colored girl, came to the 
clinic with secondary syphilis. She was of average in- 
telligence and had held her present job as a cook and 
nursemaid for two years. The importance of remain- 
ing away from work was explained to her and she 
agreed to the recommendation but did not believe she 
could tell her employer the nature of the diagnosis 
because Mrs. L might “think less of her.” As Lillie 
May was somewhat emotionally upset at the time it 
was believed that the discussion of interpretation to 
the employer might be best postponed until her next 
visit. 

The patient’s employer telephoned the following 
day regarding the result of Lillie May’s visit to the 
clinic. The patient had returned to work. It was ex- 
plained to Mrs. L that it would be necessary to talk 
with the patient’s doctor and to look over the patient’s 
medical record before discussing the situation with 
her. Meantime, this gave the worker time to visit the 
patient at home. . 

At the home visit nothing was said to the patient 
about having resumed her work in an infectious condi- 
tion despite the recommendation that she should not 
do so. In the conversation it was assumed that she 
was following plans. Just how the diagnosis would be 
explained was gone over and she willingly gave her 
permission. The fact that in two weeks she would be 
noninfectious was emphasized and she was assured 
Mrs. L would also be informed of this. 
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The patient’s diagnosis and recommendations re- 
garding treatment were explained to the employer, 
who was interested in keeping Lillie May in her em- 
ploy because she was a responsible, efficient worker. 
On learning that Lillie May was emotionally dis- 
tressed by having syphilis the employer decided to 
visit her and also planned to assist her financially dur- 
ing her time off. This is a rather important point, for 
many patients are dependent on their regular earnings 
for living expenses, and, if some arrangement can 
be made for financial help during the time away from 
work, the likelihood of their remaining away and of 
being willing to have the diagnosis interpreted to their 
employers is much greater. Mrs. L was somewhat wor- 
ried about the danger of infection to her family. She 
was reassured about the possibility of the family’s 
being infected but was encouraged to relieve any 
worry she might have in this regard by seeing her 
family physician. 

In situations where it is necessary to interpret a 
diagnosis of syphilis to the employer, it is important 
to find out, if possible, something about the employer’s 
probable attitude toward learning such a diagnosis. In 
noninfectious cases there is often no reason for the 
details to be given if the patient can make his own 
arrangements for clinic attendance, as the main object 
of the interpretation is to prevent unnecessary loss of 
employment. 

In this paper we have touched on just a few of the 
many varied social problems which are directly re- 
lated to a patient’s diagnosis of syphilis. Again, in 
closing, I wish to emphasize that in attempting to be 
of assistance to these patients, it is of vital importance 
to recognize the individuality of the patient and to 
try to visualize the situation from his point of view. 
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The Preparation of the Medical Student 
in the Recognition of the Social 
Component of Disease 


THIS is the commencement season when univer- 
sities and colleges are holding exercises which cele- 
brate the end of a period of academic training and 
mark the beginning of new and broader experiences 
for the graduate. Recently, I attended the exercises 
of a college of medicine and saw a class of young men 
and women solemnly take the Hippocratic Oath 
thereby pledging themselves to a life of service and 
devotion to the practice of medicine. I was deeply 
stirred as I listened to this dedicatory service and 
thought of the broad responsibility to be assumed 
in the future by this class, individually and collec- 
tively. As one who had participated in their training, 
I wondered how much real understanding of human 
nature, of the sources of human ills, of the complex- 
ities of modern civilization and human relationships 
these students had acquired during their long years of 
study in the laboratory and classroom. The fact that 
they were being awarded the degree of Doctor of Medi- 
cine was evidence that their knowledge of anatomy, 
physiology, pathology, bacteriology, biological chem- 
istry, and clinical medicine was sufficient to allow them 
to move ahead into their period of internship. I was 
cognizant, also, of their familiarity with the phe- 
nomena of disease and death as they had discovered 
it at the bedside of patients and at the autopsy table. 
I could only speculate, however, about their knowledge 
of the phenomena of life as it is manifested and ex- 
pressed through the living human personality. This 
capacity for perception and understanding of man is 
part of what we refer to as the “art of medicine.” 

Eighty years ago, James Jackson in his Letters to a 
Young Physician’ said: “From this day you must 
realize more and more the difference between the study 
of the sciences and the application of them to the 
business of life — to the practice of your art. . . . First, 
because many principles on which we act are not 
established on certain ground; and therefore they 
must be followed with great caution and constant 
watchfulness. Second, because there are few principles 
which are universal in their application.” Later, in the 
same letter he compares the art of medicine to that 
of navigation: “In the practice of each of these arts 
we avail ourselves of the laws of nature to produce 
certain results. The seaman places his ship upon the 
waters, and avails himself of the winds to propel 
it. These winds are uncertain; they are not, in any 
way, subject to control, so that he cannot be sure as 
to the duration, the comfort, or even the safety of 
the voyage; he cannot furnish a pupil with positive 
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rules by which to conduct his bark across the Atlantic. 
The captain must have regard to the qualities of his 
ship, the strength of his crew, and to the constantly 
varying circumstances of the weather. The complexity 
here is much less than attending the treatment of a 
disease ; for in this we have to do with a living being.” 

Dr. George Reynolds, of the Harvard Medical 
School, has said :* “Medicine is not, and never will be 
an exact science which can be practiced by the precise 
methods of reasoning and deduction of the mathe- 
matician, the chemist, or the physicist. The reaction, 
both mental and physical of the human being to any 
external or internal factor is an ever present variable 
which prevents the accurate and unfailing relation 
between cause and effect that characterizes the work 
of the scientist. The engineer who wishes to construct 
a bridge that is to support a given weight can, through 
his knowledge of the strength of its component parts, 
prophesy with considerable accuracy the strength of 
the whole structure. The chemist can foretell the 
reaction that must result when two compounds are 
brought together under given conditions. But where 
living organisms are involved, individual variation 
precludes any such exactitude, and in medicine the 
innumerable social, economic, psychiatric, and phys- 
ical elements of each situation make this variation 
an ever-changing factor in the reaction of the human 
being at various times in his life and even during the 
course of a brief illness.” 


The Preparation of the Student 


We are, perhaps, overwhelmed as we consider the 
task of medical education. How may the student be 
given this broad base of understanding during his 
relatively brief course in medical school? My own 
observation has led me to believe that when this kind 
of understanding is not developed during the forma- 
tive years spent in medical school, it cannot readily 
be “grafted on” at a later point in the training 
process. It is important, of course, to stimulate and 
encourage the development of keener perception and 
greater understanding during the internship, but it is 
more fundamental that the habit of thinking of 

Jackson, J.. Letters to a Young Physician (Boston: Phillips, Sampson & 
Co., 1855), 304 pp 


*Reynolds, J., “The Teaching of the Medicosocial Aspects of Cases,” The 
New England Journal of Medicine, Vol. 220, No. 1, pp. 1-7, Jan. 5, 1939. 
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patients as social beings become established before 
internship is begun. This attitude or philosophy can 
be most effectively integrated with the student’s whole 
concept of the practice of medicine if it has thoroughly 
permeated the entire curriculum of the medical school. 
When this permeation is lacking, the usual result is 
that the emerging young doctor regards the considera- 
tion of social factors as belonging to an allied field 
of social endeavor. He tolerates social service depart- 
ments in hospitals as channels for the expression of a 
charitable interest in the poor and unfortunate. He 
defines social problems in terms of financial need and 
is oblivious to their presence in patients of sound 
economic status. 

For the past two years, I have been associated with 
the dean of the Long Island College of Medicine and 
the professor of Preventive Medicine in an effort to 
develop a program whereby third-year students would 
have an opportunity to discover for themselves the 
value of knowing patients as persons and of under- 
standing their environment in its fullest sense. A very 
important part of the plan which has been developed 
is that the major responsibility for its formal teaching 
aspects is invested in the Professor of Preventive 
Medicine. As an instructor in his department and as 
Director of the Department of Social Service in the 
Hospital, I am available for consultation and guid- 
ance as the students carry on their case studies. 
Patients are selected during the third year when these 
students are assigned to the clinics of the out-patient 
department. It is their first direct contact with pa- 
tients and provides a real opportunity for the stimula- 
tion of a broad interest in patients as human beings. 
I shall not elaborate upon the details of this specific 
plan because it will be modified from time to time 
as we become more aware of the needs of our students. 
In passing, I would like to add by way of explanation 
that during some of the lecture hours which are 
assigned to the third-year course in preventive medi- 
cine, selected case studies are presented by the stu- 
dents before the entire group and are discussed by 
the group. The Professor of Preventive Medicine is 
in charge of the discussion period and I am invited to 
participate at points when my help seems to be in- 
dicated. I am stressing this point because I think that 
it is fundamental that discussion of case material 
should always be clearly focused upon the medical 
problems presented and that leadership should be 
assumed by the medical profession itself. 

I am going to devote the remainder of my paper 
to a consideration of the contribution which the 
medical social worker may make to such a program 
of teaching and to a brief enumeration of some of 
the results which have emerged from the case studies 
of these students. 


The Formation of Attitudes 


In the first place, it should be emphasized that 
good medical social case work practice should prevail 
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in the clinic or hospital where this kind of teaching is 
being done. Otherwise the validity and therapeutic 
effectiveness of a sound plan of medical-social treat- 
ment cannot be demonstrated and theory becomes as 
“sounding brass and a tinkling cymbal.” It is during 
these student days that later attitudes toward medical 
social service are in the process of formation and it is 
important that the students have an opportunity to 
observe the finest quality of professional practice. 

The most direct contribution of the medical social 
worker in this kind of program, however, is made 
through her consultative relationship with the students 
throughout the process of case study. Soon after the 
plan was initiated, I found the students eager and 
interested but also fearful and questioning. The 
process of selecting a particular patient for study was 
provocative of considerable anxiety for many students. 
I was frequently asked : “What will happen if I choose 
a patient and make a study and then find there are no 
social problems?” This type of question seemed to 
reflect the insecurity which all medical students feel 
as they approach the problem of diagnosis. They feel 
safe only when it is possible for them to demonstrate 
a direct correlation of the patient’s symptoms, clinical 
findings, and laboratory reports. As they approach this 
new task of exploring the life situation of their patient, 
there is something of the same fear—a fear that 
unless very obvious social pathology is revealed they 
will find themselves stranded in the midst of a fruit- 
less search. Reassurance may be given by suggesting 
that they approach this study with an attitude of 
inquiry and that evaluation will come as a later step 
in the process. It is essential, I feel, that this anxiety 
of the student be recognized and relieved as much as 
possible in order to enable him to establish a relation- 
ship with his patient and the family group which will 
be productive of real understanding. If he is driven 
by his own need to establish certain correlations, he 
may succeed in accumulating an impressive array of 
information and descriptive material without arriving 
at any real understanding of the patient or any real 
appreciation of how it all fits together in terms of the 
patient and his illness. 

Another source of anxiety for the student is the 
whole problem of how an outsider may relate himself 
in a helpful and effective way to patients and their 
families in order that the process of social study may 
be carried on. It is not uncommon at all to find a 
student seriously questioning his right to inquire into 
the more intimate aspects of his patient’s life. Many 
students wonder how they will be received at the time 
of a home visit and whether they may not be regarded 
as an intruder. At this point, emphasis is focused on 
the fact that the patient has expressed a desire for 
help by coming to the clinic to obtain relief from a 
distressing symptom. If he is assured of the doctor’s 
real desire to be helpful, he will welcome this exten- 
sion of the doctor’s interest. My own experience as a 
caseworker was frequently cited as evidence of how 
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readily people respond to an attitude of interest and 
helpfulness. Many students subsequently express 
warm appreciation of the truth of this statement as 
they discover it for themselves. Later, they arrive at 
an appreciation of the fact that the physician has a 
real responsibility for knowing the problems of his 
patient and a realization that this responsibility has 
been overlooked in recent years because of the way 
in which medical care is now administered. 


The Student’s Reaction 

The selection of a patient for study and the initia- 
tion of the process of study are not the only points, 
however, when my help is needed. It is important to 
remember that each student brings to this experience 
his own personal equation which has evolved through- 
out his life. And so we find students reacting in vary- 
ing ways and with varying degrees of feeling to the 
social situations which their studies reveal. It is not 
surprising that the student identifies rather quickly 
and intensely with some member of the social group 
he endeavors to study. It is this ability to identify 
which will help him to become the sensitive, intuitive, 
understanding type of physician later. It is only 
through identification of this sort that he is able to 
sense the feelings of others. Edna St. Vincent Millay 
has described this beautifully in her poem “Renas- 


cence’ in the lines: 


A man was starving in Capri 

He moved his eyes and looked at me. 
I felt his gaze; I heard his moan 

And knew his hunger as my own. 

The student whose early life was disrupted by the 
separation and ultimate divorce of his parents may 
react rather violently to the discovery that his patient, 
a mother of six young children, is contemplating sepa- 
ration from her husband as a means of escape from an 
intolerable marital situation. Or the student whose 
early security was constantly threatened by the drink- 
ing escapades of his father may assume a very critical 
and punishing attitude toward his patient if chronic 
alcoholism is discovered. 

The following excerpt from one case study is illus- 
trative of this type of reaction: “In conclusion, we feel 
that Mr. A’s condition as well as the plight of his 
family are due to his own stubbornness, stupidity, and 
evil habits. We don’t feel that he can be helped by 
Social Service or by medical care, since he refuses 
to help himself or give up the habits that are slowly 
undermining his constitution. We do suggest, how- 
ever, that an attempt should be made to assist Mrs. 
A and her daughter in ridding themselves of him.” 

Another problem concerning which great feeling is 
frequently expressed is that of financial dependency 
and the whole subject of public and private relief. 
Many students find dependency in patients very diffi- 
cult to accept and are inclined to attribute this situa- 


*Edna St. Vincent Millay, “‘Renascence”’ in Renascence and other Poems 
(New York: Harpers, 1917). 
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tion wholly to personal inadequacy and failure on the 
part of the patient. Others deplore the inadequacy of 
relief programs and identify strongly with the patient 
whom they feel has not received just consideration 
from those upon whom he is dependent. In these 
varying attitudes, we find reflected each student’s own 
cultural pattern and basic concept of what constitutes 
adequacy, as well as his own fears about financial 
security and the forces which threaten it. Another area 
which is very provocative of conflict in the student 
is found in the problems of patients which have to 
do with the relationship between parents and children. 
In one instance the possibility of foster-home place- 
ment of a greatly deprived child was under considera- 
tion. With great feeling the student commented that 
if he had discovered at the age of 21 that his own 
mother had allowed him to be placed in a foster home, 
he would have killed her. At the same time, he ex- 
pressed great hostility toward social workers who 
would permit such a thing to happen. 

Another student became interested in an adolescent 
boy with diabetes, who refused to cooperate in the 
details of his care. Before becoming acquainted with 
the boy and his family group, the student expressed 
the feeling that this would be a simple problem to 
handle because all that the boy needed was to receive 
a good beating at the hands of his parents. He ex- 
plained that that was the way such matters were 
handled in his own home. It was interesting to note 
that this student’s final conclusions made no reference 
to physical punishment as a solution of the problem 
and placed special emphasis upon this boy’s need 
of a big brother who would provide a more whole- 
some relationship than he could have with his aged, 
and erratic parents. 


The Social Worker’s Opportunity 

As a consultant, the medical social worker has a 
real opportunity to help these students gradually 
arrive at a more mature, objective point of view. By 
the use of carefully selected questions, she is able to 
help them discover the reality factors in the patient’s 
situation and sift out their own subjective interpre- 
tation of it. It is essential that students become aware 
of the external as well as internal factors which con- 
tribute to social distress and that they develop some 
understanding of our present social order as well as 
an appreciation of the dynamics of human behavior. 
As physicians, they will need to have an understand- 
ing, tolerant attitude if they are to help individuals 
extricate themselves from life situations which have 
made them ill and unhappy. This attitude is developed 
as a part of a growth experience and leads eventually 
to the kind of philosophy so admirably demonstrated 
by Will Rogers who was often heard to say: “I never 
knew a man I couldn’t like.” 


Social Factors in the Patient’s Illness 
In conclusion, I shall summarize briefly some of the 
evidence reflected in these case studies of a broadened 
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understanding on the part of the student of the 
following : 


1. The importance of the social aspects of medicine 
to the practice of their art. 

2. Their responsibility as physicians not only to 
the patient but to his family, the community and 
humanity. 

3. How the social factors in an individual case may 
be elicited and evaluated in a scientific fashion. 

4. How a plan of treatment that is socially as well 
as medically adequate and applicable to the peculiar 
circumstances of the individual patient is evolved. 


The diagnostic groups studied included those with 
tuberculosis, rheumatic heart disease, syphilis, dia- 
betes and nephritis as well as a number of patients 
with no demonstrable evidence of physical pathology. 
One conclusion which appeared repeatedly in these 
studies had to do with the discovery of other health 
problems in the families of patients and indicated a 
realization that the physician must consider the total 
health problems of a family group. The observation 
frequently made was that many health problems had 
been neglected because of the financial inability of 
families to procure adequate care and several students 
commented that even when the family income seemed 
sufficient to provide for maintenance needs, there was 
not enough surplus to pay for medical care. There 
was frequent reference to the influence of poor hous- 
ing upon the development of rheumatic fever and of 
the role played by an inadequate diet. When the 
medical problem was that of tuberculosis, the students 
showed an active interest not only in arranging ade- 
quate care for the tuberculous patient but also in 
searching for the sources of infection in order that 
others might not be exposed. There was increased 
understanding of the so-called “uncooperative pa- 
tient.” One student discovered that a tuberculous 
patient signed herself out of a hospital ward because 
of her reaction to isolation technique and its impli- 
cation that she was “unfit” to associate with others. 
Another student found that a mother, who had a 
healed tuberculous lesion, was emotionally unable to 
complete an examination of her daughter because of 
her feeling that if she was found to be tuberculous, 
the mother would be considered responsible and sub- 
ject to blame from everyone. 

There was increased understanding, also, of some of 
the reasons why certain patients attend clinic so fre- 
quently, even in the absence of demonstrable pathol- 
ogy. In the beginning one student was quite intolerant 
of a young woman who had attended practically every 
clinic in the out-patient department for relief from 
fatigue and general weakness, which could not be 
accounted for by the usual studies. In conversation 
with a nurse, he learned that the patient seemed to be 
seeking companionship, attention, and sympathy. 
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Greater familiarity with the details of this patient’s 
life story led this student to the following conclusions: 
“She has had a very unfortunate and depressing en- 
vironmental background. She lacked love, guidance, 
and security. Although the various charitable organ- 
izations tried their utmost to help her, we wonder if 
the help was more detrimental than beneficial, since 
in every case the home or institution in which she 
was placed never seemed to advance the sought-for 
love or affection.” 

Practically all of these studies included a medical- 
social plan of treatment and reflected a real awareness 
of the need for constructing a plan which would insure 
adequate physical care and happiness for the patient. 
In the group of patients suffering from rheumatic 
heart disease, many students discovered factors at 
home which made adequate care impossible and they 
evolved a plan for care away from home. Other stu- 
dents recognized the need for occupational or school 
adjustments and were quite resourceful in their 
attempts to bring this about. Some of them were quite 
startled by the degree of social adjustment which 
seemed indicated and one student commented: “The 
solution of the problems of the S family will be very 
difficult since successful management of the case 
would necessitate complete re-arrangement of their 
family life.” 


The Physician’s Understanding of Social 
Problems 

Dr. George R. Minot, Professor of Medicine of 
Harvard University, has so aptly described the com- 
bination of characteristics needed by the successful 
practitioner of medicine that I am going to close with 
a quotation from an article he has written :* “It would 
seem as if individuals dealing with medical social 
problems needed a greater breadth of knowledge than 
workers in almost any other field. Besides the special- 
ized knowledge of medical sociology and medicine, 
they must become students of men and recognize the 
uniqueness of each human being and his possibilities 
for growth. They must be fully alert to the stream 
of the world’s thoughts as influenced by different 
cultures. An intimate knowledge of life’s problems 
with ability to interpret another’s life without preju- 
dice is essential and this demands infinite tact and 
experience. Empirical and intuitive skill in managing 
one’s relations with others is of great value. Those 
persons with a favored personality, whose perceptions, 
appreciations, and sensibilities are well suited to the 
task, have the character to make particularly success- 
ful practitioners or investigators of social problems.” 


4George R. Minot, “Investigation and Teaching in the Field of the Social 
Component of Medicine,”’ American Association of Medical Social Workers, 
1937. 








The New Mercy Hospital, Hempstead, 
Long Island, New York 


Historical Résumé 

THE uncertainty of conditions in France at the 
beginning of the century, owing to religious persecu- 
tion, led a group of three Sisters of the Infant Jesus 
to leave their mother country and seek a more favor- 
able field in America for their missionary zeal. On 
arriving here, a land strange to them and with little 
knowledge of the language, they stayed for a time 
with the Little Sisters of the Poor in Brooklyn, N. Y. 
They sought an appointment with Bishop McDonnell, 
then head of that diocese, and after talking with them 
he suggested a plan which they readily accepted. His 
Excellency for some time had been considering ways 
end means of providing nursing care for the poor in 
their own homes and he proposed to the Sisters that 
they form a new community and undertake this 
Christlike work. 

A small house was procured on Clinton Street in 
Brooklyn and from this humble beginning started the 
work which after 35 years has led to the opening of 
the new Mercy Hospital in Hempstead. Originally 
established as the Sisters of the Infant Jesus of 
Brooklyn, the Congregation soon became known as 
the Nursing Sisters of the Sick Poor and they are now 
legally incorporated under that name. 

The little Community under the able guidance of 
Reverend Mother Marie Antoinette, the Foundress 
and first Superior, initially overcame great difficulties. 
Eventually, however, one by one, other missions were 
established in Bay Ridge, Jamaica, and Long Island 
City. As the work grew, it became necessary to pro- 
vide professional nursing preparation for those enter- 
ing the Congregation. With this in mind, a small 
hospital was established in Hempstead, N. Y. 


Robert J. Reiley 


This building served a splendid purpose for about 
25 years but as it was of frame construction and could 
accommodate only about fifteen patients the Sisters 
realized that to keep up with the developments in 
nursing care, it would be necessary to have a modern 
building of more adequate size. 


Planning the Second Hospital 

The task of raising the necessary funds to accom- 
plish this result was placed in the charge of a General 
Committee presided over by the Honorable Thomas 
J. Cuff. A drive was organized throughout Nassau 
County, which is the area served by the hospital, each 
town and village selecting workers to solicit pledges. 
The work was carried on so successfully that by the 
spring of 1939 His Excellency, the Most Reverend 
Thomas E. Molloy, S.T.D., Bishop of the Diocese, felt 
that sufficient funds were in hand and permission was 
granted to start construction. 

For a year previous to that, however, the Trustees 
of the hospital had been carefully considering the 
qualifications of architects in the highly specialized 
field of hospital construction as well as other matters 
pertaining to such an undertaking. 

With the advice and direction of diocesan author- 
ities and professional consultants in the hospital field, 
the Sisters decided to plan for a building of 150 beds 
and at the present time to erect the central section 
containing all of the essential services and 75 beds 
for the care of patients, with the provision, however, 
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FIGURE 1, FIRST-FLOOR PLAN. 


that wings could be added from time to time as addi- 
tional beds might be required. This meant the develop- 
ment of plans for the kitchen, laundry, boiler room, 
central service department, operating and delivery 
rooms to meet the volume of service expected when 
additional wings would be constructed. Beds for the 
care of patients could then be added without disturb- 
ing any vital services. The smooth operation of the 
hospital would not be interrupted during future build- 
ing construction. Facilities for such additional beds, 
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incidentally, may then be constructed at a minimum 
cost. 

With the constant increase in the use of hospitals 
and with the growing demands for service, it would 
seem that every building erected for hospital purposes 
should be designed so that expansion programs can 
be developed. The original floor plans should be 
arranged to provide the greatest possible flexibility 
in this respect as well as to care for peak loads under 
varying conditions. 
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THE COLONIAL DESIGN CONSIDERED FOR MERCY HOSPITAL. 


The Site 

The site for the new hospital is in the village of 
Rockville Center where the Sisters own a large tract 
of land on which their Novitiate is located. The Sister- 
hood deeded 15 acres of this land to the hospital 
corporation. The property for this purpose is beauti- 
fully situated, bounded on one side by the Southern 
State Parkway and on the other side by the Old Mill 
Road. The other two sides adjoin the property of the 
Sisters. 

To insure quiet to the patients the new building 
was set back about 300 ft. both from the Parkway 
and the Old Mill Road. The area in front of the hos- 
pital has been attractively landscaped and adequate 
roadways have been installed. Ample parking space 
has been provided for the members of the staff as 
well as for the patients’ rela- 
tives and other visitors. The 
parking spaces are not conspicu- 
ous, but at the same time, very 
convenient. Parking of auto- 
mobiles has become such an im- 
portant matter in connection 
with hospitals that in planning 
for new hospitals as well as in 
remodeling old hospital build- 
ings, too much thought and 
attention cannot be given to this 
detail. Adequate parking space 
prevents overcrowding and park- 
ing on driveways. Well-located 
parking space brings the visitors 
within a convenient distance of 
the entrance which they must 
use. The importance of getting 
the visitor to the right entrance 
seems too frequently to be over- 
looked in planning parking 
facilities. 





LOBBY, FIRST FLOOR, 


The Old Mill Road lies to the west of the building 
site but to give the best orientation to the building, 
it was faced a little to the south of due west. In this 
position all rooms receive sunlight during some time 
of the day but during the summer the front rooms 
are not exposed to the direct rays of the late after- 
noon sun. 


The Design 


To the design of the exterior of the building, con- 
siderable attention was given. As there are several 
colonial buildings in the historic town of Hempstead, 
some members of the board thought that the exterior 
might most suitably be of colonial design, while other 
members felt that a modern design would better 
express the highly scientific aspect of the hospital of 
today. After careful deliberation and a study of alter- 
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nate designs submitted by the 
architect the board decided to 
choose the modern design. 


Central Services and Other 
Factors 

At the outset certain necessary 
decisions must be made which 
materially affect the planning of 
a hospital. Central tray service 
was adopted with a subveyor or 
continuously moving dumb-waiter 
to raise the trays to the various 
floors where they are carried to 
the rooms by aides. After the 
meal is served the machine is 
reversed and carries the soiled 
dishes down to the central dish- 
washing room adjacent to the 
main kitchen. In a similar man- 
ner, treatment trays, ice bags, 
etc., are prepared in the central 
service room on the first floor and 
sent to the various floors by a 
dumb-waiter. 


Toilet rooms with bedpan washers attached to the 
toilet and a combination lavatory and cabinet are 
placed between paiienis’ rooms, reducing to a mini- 
mum the traffic in the corridors to and from the 
utility room and saving the nurses’ time. 

It was decided that there should be no out-patients’ 
clinic at the hospital as this work is well taken care 
of by the county hospital not far away, but an acci- 
dent room was installed on the first floor to take care 
of anyone who might be injured in the immediate 


neighborhood. 
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Accommodations for Patients 


Four-bed wards were the largest units adopted; 
two-bed wards predominate; while enough private 
rooms have been provided to take care of the ex- 
pected demand for this type of accommodation. In 


considering this arrangement of beds, an effort was 


made to secure the highest degree of flexibility pos- 
sible in the use of the space so that the greatest 
utilization of patients’ beds may be achieved when 
necessary. It is always so unfortunate for a hospital 
to have to deny admittance to a patient because there 


are no beds available in a section or division. 
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The First Floor 

On examining the floor plans 
one will see that the entrance to 
the hospital is through an attrac- 
tive lobby on the first floor. The 
eye first rests upon a carved wood 
figure of the Christ Child with 
outstretched hands. Two parlor 
alcoves open off the lobby. On the 
right of the lobby is the Admis- 
sion Office and on the left the 
Cashiers’ Office. Around these 
offices are the other administra- 
tive offices including the record 
library and the medical staff 
lounge. On this floor also are the 
dining rooms for Sisters, nurses, 
doctors, visitors and employees. 
In addition on this floor are the 
locker rooms for nurses, for aides, 
for men and women employees, 
and facilities for the housekeeper. 
Near a convenient entrance are 
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an emergency room and also the pharmacy. In the 
rear wing are the kitchen, laundry and boiler room. 


The Second Floor 

The men’s and women’s medical and surgical beds 
are on the main corridor of the second floor and are 
arranged as previously mentioned. There are sun 
parlors and open terraces at the ends of the main 
corridor for the use of the patients, according to 
weather conditions. The rear wing contains a small 
chapel and the pediatrics department, which is very 
distinct and complete. It comprises two wards for 
children and one for infants, a separate isolation unit, 
bathroom, utility room and nurses’ station. There is 
an outdoor terrace opening off this department where 
the beds may be rolled out when the weather permits. 


The Third Floor 
The third floor is entirely for the maternity service. 
The nurseries are placed at one end of the main 
corridor and beside the two main nurseries there is 
a small premature nursery and an examination room 
with a doctors’ small scrub at the entrance. There is 
also a convenient linen clozet which may be filled 
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from the corridor side. Nearby is the formula room, 
which is divided into two distinct parts, one for the 
washing and sterilizing of bottles and the other for 
the preparation of the food. The isolation nursery has 
been located near the opposite end of the main cor- 
ridor. The two delivery rooms are in the rear wing, 
together with their necessary adjuncts comprising 
labor rooms and work rooms, so that this department 
is entirely separated from the rest of the floor. 


The Fourth Floor 

The fourth floor is smaller in area than the floors 
below and is given over to the X-ray department, to 
the laboratory, to the metabolism rooms, and on the 
main corridor to doctors’ living quarters. The rear 
wing is devoted to the operating suite. There are two 
major operating rooms, a nose and throat room, a 
fracture room, also a nurses’ workroom, doctors’ locker 
room and storage facilities. 


General Features 
A homelike effect has been maintained throughout 
without in any way sacrificing efficiency. The corridor 
lighting is by wall brackets instead of ceiling lights and 
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FIGURE 2. SECOND-FLOOR PLAN. 
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FIGURE 3. THIRD-FLOOR PLAN. 


in the patients’ rooms wall 
brackets and lamps have been 
used. The room doors are 
paneled and the floors are fin- 
ished in mastic tile using one 
color for the field with a con- 
trasting border and feature strip, 
thus giving the appearance of a 
large rug. 

An extensive system of in- 
tercommunicating telephones 
makes easy transmission of in- 
quiries and orders throughout 
the building and also reduces 
the traffic through the corri- 
dors. At such places, however, 
acoustical material has been 
placed on the ceiling to reduce 
the noise which unavoidably 
occurs. 

The building is heated by the 
vapor vacuum system of steam 
heat from low pressure boilers, 
using oil as fuel. High-pressure 


steam is provided for the sterilizers, 


LABORATORY 


kitchen and 


laundry at the various pressures best suited for the 
nature of the work to be done in those departments. 
In the same way, the hot water for the laundry, for 
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the kitchen and for dishwashing is heated to a higher 
temperature than that supplied throughout the build- 
ing to the bath and toilet rooms. 

The kitchen and dishwashing rooms have a com- 


(Concluded en page 18A) 





